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eo certain conceptions of tu- In the spine the disease may begin in the mar- 
the spine in children, and is based _gin of the intervertebral disk, in the central portion 


of seventeen years. These patients have 
been observed at the New England Peabody Home 
for Crippled Children in Newton, Massachusetts, 
to which they have been referred for the most part 
from the Massachusetts General Hospital and the 
Children’s Hospital of Boston. Subsequent to 
discharge they have been followed i, the writer 
at the Massachusetts General Hospital 
The aap dha thane of for he 
122 cases was 48 years. This average has been 
steadily diminishing during the past fifteen years, 
which indicates that we are getting the patients 
earlier in the disease, and may therefore expect to 
obtain better results from treatment. The average 


duration of the disease before admission was - 


twenty months. We have here a group of cases 
which we are allowed to observe in the hospital 
as long as is necessary, and through the follow-up 
clinic at the Massachusetts General Hospital we 
are able to determine carefully the course of events 
for years after the patient is discharged from hos- 
pital care. 


CONCEPTION OF THE DISEASE 


The tuberculous spine, although it may be the 
only clinical manifestation of the disease at the 
time, should be regarded as only one incident in 
what is, or has been, a generalized tuberculous in- 
fection. This is a blood-borne disease, and is 
metastatic usually from the lungs, hilus nodes or 
cervical nodes. Very rarely in our cases has the 
primary lesion been in the gastrointestinal tract. 
According to Dr. Gerald Hoeffel,* who directs 
the medical care of this group of cases, approxi- 
mately 60 per cent show pulmonary involvement to 
a greater or lesser degree, as is shown by the x-rays 
taken at intervals of three months. 

From the New England Peabody Home for Crippled Children, Newton, 
Massachusetts, and the Boston. 


General Hospital, 


Read at the annual meetin. American Academy of Orthopedic 
Surgeons, Cleveland, January is. 1957. 


*Assistant visiting orthopedic surgeon, Massachusetts General Hospital. 


of the vertebral body or at the anterior border 
(Fig. 1). Occasionally it attacks only one side of 


The tracings were made from cases in this 


Fig. 1. 
series, and represent the three types of lesion — interver- 
tebral, central and anterior. 


the vertebral body. We may find a combination 
of two or more of these types. The disease may 
remain confined to one region, but as a rule it ad- 
vances and destroys one or more vertebrae, either 
in whole or in part. Even with destruction of two 
vertebral bodies the spine may maintain its nor- 
mal contour fairly well, but when the pedicles and 
possibly the laminae, or particularly the ligamen- 
tous supporting structures, are involved, collapse 
of the region will occur and deformity will de- 
velop whether or not weight-bearing is permitted 
(Fig. 2). 
BEHAVIOR OF THE LESION 


The lesion of Pott’s disease behaves differently 
in different sections of the spine. The cervical re- 
gion was involved in 5 cases, or 4.1 per cent, in 
this series. In 3 of these there was extensive in- 
volvement of four vertebrae, yet in only 1 was 
there deformity, and that was slight; in all patients 
except 1 who died, an excellent range of motion 
was recovered after the disease became quiescent. 
One may have extensive involvement of the cervical 
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vertebrae below the axis and still retain a good range 
of motion except for lateral bending, because most 
of the motion in the neck takes place between the 
occiput and the atlas, and between the atlas and 
the axis. The reasons why it is common to have 
only slight deformities from tuberculosis of the 
cervical spine are: 

1. That the mechanics of this region do not predispose 


to development of a kyphos, because the normal curve 
of the cervical spine is anterior. 

2. That, in our experience, involvement of the pedicles 
and laminae is rare. 


3. That the abscess usually gravitates into the mediastinum 
and therefore does not destroy bone by pressure. 


Pott’s disease occurs most frequently in the dor- 
sal spine; 96 of our 122 cases, or 78.7 per cent, had 
thoracic lesions, of which 6 were cervicodorsal, 
64 dorsal and 24 dorsolumbar. In the dorsal spine 


Fig. 2. The tracings illustrate the causes of increasing 
deformity and were made from cases in this series. The 
one on the left represents destruction of two vertebral 
bodies with no invasion of the pedicles; consequently, 
the contour of the spine has been well preserved, and 
there is essentially no kyphos. The one on the right 
demonstrates partial destruction of two vertebral bodies 
with invasion of the pedicles and laminae so that de- 
formity has developed; in this case at operation there was 
definite hypermobility of the spinous processes of the two 
involved vertebrae. 


the most extensive disease occurs, involvement of 
the pedicles is common, abscesses are common- 
est, most of the cases of paraplegia develop, and 
the greatest deformities occur. The posterior 
dorsal curve predisposes to increased friction be- 
tween the vertebral bodies, and there is conse- 
quently an increased destruction due to the dis- 
ease which results in deformity. The abscess 
from the dorsal spine nearly always remains con- 
fined to this region. In none of our cases did it 
gravitate through the diaphragm to the lumbar 
region, unless there was also involvement of the 
lumbar vertebrae. Therefore, as pointed out by 
Ghormley and Bradley,’ the abscess may cause 
destruction of the vertebral bodies by pressure due 
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to transmission of aortic pulsations. Seven of 9 
cases of paraplegia developed from dorsal lesions. 
Other authors, Kite* and Cleveland,’ have found 
this same frequency. Involvement of the pedicles 
of the vertebrae is common in the dorsal spine, and 
when this occurs, deformity follows, usually to a 
marked degree. The disease frequently involves 
several vertebrae, at times as many as ten or twelve. 
Double lesions in the dorsal spine are not infre- 
quent; there were 7 in our series and all were in the 
dorsal and dorsolumbar regions: In rare instances 
the abscess from the dorsal lesion becomes super- 


Fig. 3. X-ray from a case with spond ylolisthesis follow- 
ing tuberculous involvement of the lumbosacral junction. 
There is forward displacement of the fifth lumbar on the 
first sacral vertebra, due to destruction of the posterior 
supporting structures by the tuberculous process. Subse- 
quent to this forward displacement, spinal fusion was done 
as indicated by the graft. 


ficial and drains; when this does occur secondary 
infection and amyloid disease may follow. 

The lesion of the lumbar spine is as a rule less 
dangerous than that of the dorsal, unless it is ac- 
companied by an abscess which drains and becomes 
secondarily infected. All but 3 of our 10 cases of 
amyloid disease were secondary to lesions of the 
low lumbar spine. Deformities from the lumbar 
lesions are not great and the kyphos is usually 
small, but shortening of the trunk may result. 
Rarely are more than two or three vertebrae in- 
volved, and because of the anterior curve of the 
lumbar spine the tendency to develop a kyphos is 
lessened. Frequently in the acute stage, lesions of 
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the lumbar spine are accompanied by psoas spasm, 
and psoas abscess is common. 

The tuberculous lesion at the lumbosacral junc- 
tion is mentioned not because it is common (it 
occurred in only 4 cases, or 3.3 per cent) but be- 
cause its infrequency is surprising considering the 
severe strain to which this region is subjected. One 
of our patients with a lesion of the fifth lumbar 
and first sacral vertebrae developed a true spondylo- 
listhesis when she became ambulatory, and fusion 
of the spine was necessary. Doubtless the laminae 
and pedicles were extensively involved (Fig. 3). 

Lesions of the sacroiliac joint occurred in only 
3 cases, or 2.4 per cent of the series; all recovered 
without operation. 

DIAGNOSIS 

To make a fairly accurate diagnosis in the vast 
majority of cases of Pott’s disease is not difficult 
with the history and physical examination which 
are usually characteristic, and with an x-ray plate 
which shows a destructive lesion of the vertebral 
bodies; in addition, in about 75 per cent of the cases 


Table 1. Occurrence of Abscess 1 © ee by Clinical Evidence and by 


LOCATION NUMBER ABSCESS ABSCESS ABSCESS 
or ay CLINICALLY PRESENT 
LESION LESIONS X-RAY CLINICALLY 
AND BY X-RAY 

Cervical 5 5 2 2 
Cervicodorsal 6 2 1 1 
Dorsal 4 46 7 7 
Dorsolumbar 24 21 ~ 6 
Lumbar 19 14 il 7 
Lumbosacral 4 3 2 1 
Total 122 31 
Percentage 75 20 


which may be calcified (Table 1). A positive tu- 
berculin test adds weight to the diagnosis, and the 
blood studies usually reveal a quite consistent dis- 
turbance of the lymphocyte-monocyte ratio. Actu- 
ally to prove the existence of the disease by biopsy, 
guinea-pig inoculation or culture is a different mat- 
ter, because biopsy of the vertebral body even it 
possible is rarely justifiable, and the abscess is not 
always accessible for aspiration. Only 16 per cent 
of our cases have actually been proved —all by 
culture or by guinea-pig inoculation. 


PARAPLEGIA OR SPINAL CORD IRRITATION 


When signs of spinal cord irritation or compres- 
sion occur in Pott’s disease, we believe that in the 
vast majority of cases the cause is constriction of 
the cord by tuberculous granulation tissue, or by 

re from edema due to the disease process, 
as in the following case: 


G. N., a male child, was admitted to the New England 
Peabody Home for Crippled Children at the age of 2% 
years with tubercuiosis of the spine involving the sixth 
to the tenth dorsal vertebrae, inclusive. After treatment 
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with recu and heliotherapy he was discharged 
at the end of 8 years, ambulatory, and was considered well. 
He was followed at the Massachusetts General Hospital 
for 3 years, at the end of which time he complained of 
heaviness and stiffness of the feet and legs. Examination 
revealed marked spasticity of both lower extremities, 
which subsequently developed into a complete paraplegia. 
At times there was urinary incontinence. The child was 
sent to the Lakeville Sanatorium, Middleboro, Massachu- 
setts, where 16 months later after recumbent treatment 
a laminectomy was done with the following findings: 
“The spines and laminae of the fifth to the tenth dorsal 
vertebrae were removed. The cord in the upper angle 
of the wound was found pulsating; the lower two thirds 
was not pulsating. There was some overlying granulation 
tissue which was removed from the dural surface.” Fol- 
lowing operation the patient was unable to void and had 
to be catheterized. He then became incontinent of urine 
and feces. Ten days after operation he developed a large 
mass in the left lower quadrant. It was suspected that 
this was an abscess, and it was incised under gas-oxygen 
anesthesia. Purulent material with a uriniferous odor 
was obtained. Drainage persisted approximately 6 weeks 
and then healing occurred. Two weeks later a cystoscopy 
was performed. The ureters were not visible, and pyelo- 
grams could not be taken. The following day the patient 
developed an acute dilatation of the stomach and died. 


Very rarely is paraplegia due to bony deformity; 
in our cases with the most marked kyphoses it did 
not occur. Nor is it commonly due to pressure 
from an abscess. It is difficult to designate which 
case is apt to develop paraplegia, but when the 
disease of the middorsal spine is obviously invad- 
ing the pedicles, laminae and posterior ligamentous 
supporting structures as evidenced by roentgeno- 
gram, one must not be greatly surprised if signs 
of cord irritation develop. 

Of 9 cases (6.5 per cent) showing signs of cord 
irritation or compression, all lesions were in the 
dorsal region except 2, which were in the cervical 
spine, and in both of these, weakness of the arms 
was the first symptom of the disease. The other 
7 cases developed paraplegia after the diagnosis 
of tuberculosis of the spine had been made, at in- 
tervals varying from a few days to thirteen years 
after onset. The dorsal vertebrae involved were 
the second to the twelfth, the middorsal spine be- 
ing most consistently diseased. The average num- 
ber of vertebrae involved was five. Abscesses were 
demonstrable by roentgenogram in 8 cases, but in 
all they were small, and in 6 cases showed cal- 
cification. 

It is our belief that these cases do best with- 
out surgical intervention, and should be treated 
by a well-managed heliotherapy regime. We say 
this because we believe that constricting granula- 
tion tissue and edema are the causes of this com- 
plication in the majority of the cases, and these 
cannot be removed by operation. It is true that a 
small number may be due to pressure from the ab- 
scess, but these cases will usually respond as the 


there will be clinical or x-ray evidence of an abscess, 7 


356 
abscess is absorbed or calcified, as so frequently 
happens. recumbency and _ general 


treatment seem to offer the greatest help in para- 
plegia secondary to Pott’s disease. If the para- 
plegia persists in the face of a large abscess which 
by x-ray does not decrease in size, one may be 
justified in doing a laminectomy with the hope of 
decompressing the abscess. 

In the 9 cases of paraplegia there has been a mor- 
tality of 4, or 44 per cent. The only patient sub- 
jected to laminectomy was operated upon after 


Fig. 4. X-rays demonstrating spontancous fusion of ver- 
tebral bodies following tuberculous involvement. A shows 
a destructive lesion involving the twelfth dorsal and first 
lumbar bodies; B, taken 3 years later, shows spontaneous 
fusion of the involved vertebral bodies. Diagnosis was 
proved by aspiration of the psoas abscess and guinca-pig 
inoculation. 


discharge from our institution and died four 
months later; the other 3 died without operation — 
1 from amyloid disease and 2 from miliary tuber- 
culosis. Of the 5 survivors, 2 have been discharged 
as well, while in 1 the paraplegia has cleared up 
and the spine has been fused but the patient is 
still recumbent because of a pulmonary complica- 
tion; in the last 2 cases there is still some spasticity, 
and the patients are recumbent but improving. 


SPONTANEOUS FUSION OF THE TUBERCULOUS SPINE 


It is common knowledge that a tuberculous joint 
rarely if ever develops spontaneous fusion unless 
there is pronounced secondary infection, and even 
then absolute bony ankylosis seldom occurs. Tu- 
berculosis of the spine, however, does not always 
follow this rule. Six cases in this series developed 
bony fusions between involved vertebral bodies 
after treatment by recumbency and without oper- 
ation (Figs. 4 and 5). Only 3 of these were proved 
by guinea-pig inoculation. The other 3 were char- 
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oratory ‘tests, and since the roentgenograms in 
each case showed primarily a destructive lesion 
with a calcified abscess, we did not hesitate to 
make an unqualified diagnosis of tuberculosis. The 
average period of time required to produce bony 
fusion was four and a half years. Two of the 6 
cases developed small pin-point sinuses which were 
so small, and so far removed from the actual bony 
lesion, that we feel they had nothing to do with the 
spontaneous bony ankylosis developed in these 
cases. 


Fig. 5. Another set of x-rays illustrating spontancous 
fusion.. In A the destructive lesion involves the first 
and second lumbar bodies; and in B, taken 3 years later, 
spontaneous fusion has occurred. This patient had two 
additional lesions: one involving the right shoulder and 
the other the sternum. The latter was proved by aspira- 
tion and guinea-pig inoculation. 

ASSOCIATED LESIONS 

There were thirty-five associated (nonpulmo- 
nary) lesions, distributed among 19 patients as 
follows: 


TREATMENT 
The type of treatment which we employ empha- 
sizes the fact that the tuberculous spine is only one 
manifestation of what is or has been a generalized 
process, with the primary lesion usually in the 


acteristic in their histories, examinations and lab- 
| “4 
Tuberculosis: 
Knee 5 
Hip .. 4, 
Ankle 4 
Shoul 3 
Sacroili 2 
Elbow | 
| 
Phiyctenular conjunctivitis. 4 
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lungs, the hilus nodes, the cervical nodes or oc- 
casionally the gastrointestinal tract. In other words, 
we first treat the patient with general supportive 
measures, known as the heliotherapy regime, and 
do not feel that elimination of the acute tuberculous 
joint by operative measures necessarily has a benc- 
ficial result upon the rest of the body. In fact, in 
certain cases the results from such procedure may 
be disastrous. No operations are done during the 
acute stage of the disease or during the hot sum- 
mer months. We regard spinal fusion not as a cure 
of the disease but as insurance against increase 
in deformity and prevention of exacerbation when 
the patient becomes ambulatory in future years., 
Most of our cases are in the acute or subacute 
stage at the time of admission, since the vast 
majority are admitted from the two hospitals men- 
tioned above shortly after the diagnosis is made. 
After an isolation period of two weeks the patient 
is placed in a plaster shell or split plaster jacket in 
as much hyperextension as the acuteness of the 
process will permit, and routine exposures to the 
sun are instituted. We still feel that hyperexten- 
sion is desirable in spite of the fact that the kypho- 
_ ses in 21 cases have increased slightly during the 
hyperextension treatment. In 28 cases the kyphos 
diminished during treatment. The patient is kept 
recumbent until 
The general state of nutrition is good. 
Pain, tenderness and muscle spasm have subsided. 
The temperature and pulse are normal. 
The blood is normal; that is, the lymphocyte-monocyte 
ratio is about 5:1 and the total leukocyte count within 
the limits of normal. 
5. There is no evidence of active pulmonary involve- 
ment. 


6. There is evidence of beginning healing of the disease 
as shown by increasing calcium deposit in the diseased 
vertebrae. 


If, however, there is increasing deformity, and the 
first five of these requisites are satisfied, we 

If the lesion is in the cervical spine, conservative 
treatment, consisting of head traction in hyper- 
extension and followed by recumbency in hyper- 
extension, is continued until the child is well. Head 
traction with a Sayre sling applied over too long 
a period may produce atrophy of the mandible, and 
this is to be avoided. If the lesion is in the dorsal 
or lumbar spine and is small, and there is little or no 
deformity with evidence of healing of the process, 
conservative treatment is continued. For all other 
lesions operative fusion of the spine is recommend- 
ed —to be done when the disease is quiescent. 

In this series 29 fusions have been done; others 
will be, since 32 of the 122 cases are still in the in- 
stitution. The group includes cases admitted since 
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1920, but our first operation was not done until 
1928. It must be remembered that treatment of 
some of these patients was started eight years be- 
fore they were operated upon, consequently 
some who were discharged early in the study with- 
out fusion would be operated upon at the present 
time. The average period of recumbency before 
operation was thirty-nine months, which again em- 
phasizes the fact that our patients are operated 
upon only after the disease is quiescent. Each is 
allowed to be ambulatory, wearing a plaster jacket 
or brace, for at least six weeks before operation. It 
is felt that this lessens the chance for operative 
shock. If the lesion is extensive the fusion may 
be done in two stages, as in 5 of our cases. Blood 
loss, excessive trauma from the use of the mallet 
and osteotome over the dorsal spine, and a pro- 


Fig. 6. Diagram illustrating the technic of spinal fusion 
as employed in this series of cases. Note that the 
laminae and spinous processes are turned laterally in 
separate flaps and are reflected superiorly and inferiorly. 
The remaining portions of the spinous processes are also 
turned upward and downward; osteoperiosteal graft from 
the tibial crest is placed over the bony bed. 


to operative shock in these small patients. In some 
of the younger children we have been able to do 
the fusion without the use of the mallet, employing 
only a very thin, short, sharp osteotome. The an- 
esthetic is avertin, supplemented with a small 
amount of ether. The operating time is usually 
from thirty minutes to one hour, depending on the 
number of vertebrae fused. Two teams are neces- 
sary, one for the removal of the graft, the other to 
do the fusion. A tourniquet is always applied to 
the leg from which the graft is taken. 


OPERATIVE TECHNIC 


A midline incision is made over the spinous 
processes of the vertebrae to be fused, and the tis- 
sues are reflected subperiosteally out to the level of 
the articular facets. The area to be fused covers 
at least two or three vertebrae above and the same 
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number below the lesion. With a thin, sharp os- 
teotome, the posterior halves of the laminae are 
turned laterally and inferiorly, and the spinous 
processes are split in the midline and turned lat- 
erally and superiorly along with bone flaps of 
laminae (Fig. 6). The small amount of bone left 
at the base of the spinous process is turned upward 
and downward. The flexible osteoperiosteal graft 
from the tibia is placed over the bony bed and 
held in place with silk sutures at the upper and 
lower ends. The wound is closed in layers. A 
snug dressing held tightly with adhesive strapping 
is applied and the child is kept in the prone posi- 
tion for at least twenty-four hours. Unnecessary 
moving of the patient increases shock. After eight 
days the stitches are removed, and the patient is 
returned to his shells. Roentgenograms are taken 
at monthly intervals for six months postoperatively. 
Usually the graft appears united with surround- 
ing bone at the end of that time. The average 
period of postoperative recumbency in 23 cases has 
been twelve months. 


RESULTS OF SPINAL FUSION 


The patients on whom spinal fusions have been 
performed have done well with one exception. The 
second patient operated upon died from shock and 
heat exhaustion. The others have not been shocked 
by the operation. The osteoperiosteal graft has 
been used in all. There has been no sepsis, and 
all wounds have healed per primam. Of the 29 
fused cases the average age at the time of admission 
was 6.0 years, and the average age at the time of 
operation was 9.3 years, indicating a period of 
conservative treatment preceding operation of 
slightly more than three years. The average num- 
ber of vertebrae involved was four, and the aver- 
age number fused ten. Twenty-two patients have 
been discharged from the New England Peabody 
Home for Crippled Children and are being fol- 
lowed at three-month intervals at the Massachu- 
setts General Hospital. Without exception they 
are doing well. Six patients are still in the institu- 
tion; of these, 2 had pulmonary lesions which de- 
veloped after operation, 2 have been operated upon 
too recently to permit getting them up, and 2 are 
ambulatory awaiting discharge. Defects in the 
area of fusion have been apparent in 3 cases, and 
in 2 of these the pseudoarthroses have been elim- 
inated by secondary operations. 
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MORTALITY 


Nineteen of 122 patients, or 15.8 per cent, have 
died from some form of tuberculosis, either in the 
institution or after discharge. Amvyloidosis ac- 
counted for by far the largest number (8 or 42 per 
cent). It did not develop unless there was an in- 
adequately drained, secondarily infected abscess. 
Only 2 died from miliary tuberculosis, and 2 from 
tuberculous meningitis. Pulmonary infections ac- 
counted for 3 deaths; 1 death followed spinal fu-~ 
sion, and 2 others followed similar operations done 
in other hospitals after the patients had ceased to 
be under our care. In 1 case the cause of death 
is not known. 


CONCLUSIONS 


From a study of 122 patients covering a seven- 
teen-year period, the following conclusions may 
be drawn: 

1. The tuberculous spine is not an isolated dis- 
ease, but is one manifestation of what is, or has 
been, a generalized tuberculous infection with the 
primary focus in the hilus nodes, cervical nodes, 
gastrointestinal tract or lungs. 

2. The disease behaves differently in different 
sections of the spine. 

3. Paraplegia, or signs of cord irritation, is not 
uncommonly associated with tuberculosis of the 
spine; 9 cases (7.4 per cent) suffered from this com- 
plication, and 7 of these had lesions in the mid- 
dorsal spine. 

4. Spontaneous fusion of the tuberculous ver- 
tebral bodies occurred in 6 cases (5 per cent). 

5. The treatment of Pott’s disease should be 
along conservative lines until the disease is quies- 
cent. 

6. Certain types of lesions are best treated by 
spinal fusion to insure against increase in deformity 
and exacerbation of the disease; 29 patients in this 
group were subjected to operation. 

7. Among the 122 cases there was a mortality 
of 15.8 per cent; of the 19 deaths, 8 were due to 
amyloid disease. 

262 Beacon Street. 
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AMEBIC DYSENTERY — BRENNER 859 


ENDEMIC AMEBIC DYSENTERY IN NEW ENGLAND 
Cuartes Brenner, M.D.* 


BOSTON 


“THE endemic nature of amebic dysentery in 
this country, even in the temperate regions, 
has been repeatedly pointed out, particularly in 
recent years.' Three cases admitted to the medi- 
cal service of the Peter Bent Brigham Hospital 
within the last eighteen months corroborate this 
statement and illustrate in dramatic fashion the 
importance of a careful search for amebas in the 
stools of every case of recurrent or long-continued 
diarrhea. 


Case 1, §. G., a 61-year-old, unemployed, Italian-born 
laborer, who had lived in Boston for more than 20 years, 
entered the hospital the first time on May 25, 1935, 
complaining of diarrhea and pain on defecation of one 
year’s duration. None of the patient's family or neighbors 
were known to have any similar complaint. One year 
before entry the patient began to have frequent watery 
bowel movements which contained gross blood and mucus. 
There were at times as many as from twenty to thirty 


entered a Boston hospital. There a barium enema showed 
diverticula of the sigmoid, and a failure of the rectal 
ampulla to balloon out, also a constant filling defect near 
the rectosigmoid. A laparotomy was therefore performed, 
which revealed diverticula at the rectosigmoid junction. 
A few nodes were removed for pathological examination, 
a routine appendicectomy was done, and the wound closed. 
Recovery was uneventful, and the patient was discharged 
with the diagnoses of diverticulitis and rectal polyp. 

Following discharge, the diarrhea continued unabated 
and the patient was finally referred to the Out Door De- 
partment of the Peter Bent Brigham Hospital. Here 
a barium enema showed the rectal ampulla and the distal 
portion of the sigmoid to be markedly contracted and 
irritable. The remainder of the bowel filled normally. 
On May 24, 1935, motile amebas containing red blood cells 
were demonstrated in a warm stool specimen, and on the 
following day the patient entered the hospital. 

Physical examination at the time of entry showed a well- 
developed and nourished man with a degree of arterio- 
sclerosis compatible with his age, and moderate emphysema 
with a few rales at the right base posteriorly. The abdo- 
men was normal except for a palpable, liver. 
Proctoscopic examination showed a reddened, edematous, 
rectal mucosa, but no frank ulcers were seen. The blood 
pressure was 100/60. Laboratory studies showed many 
motile amebas in a stool preparation, but were otherwise 
noncontributory. The blood Wassermann and Hinton 
reactions were negative, as were the routine urinalyses. 
The hemoglobin was 85 per cent (Sahli), the red blood- 
cell count 5,510,000, the white blood-cell count 7600, with 
9 per cent cosinophils. 

The patient was treated by injections of emetine hydro- 
chloride for one week, with complete relief of symptoms 
after the second injection. After a week's rest he was 


From the Medical Clinic of the veter Bent Brigham Hospital. 
*Formerly, medical house officer, Peter Bent Brigham Hospital. 


given a course of carbarsone by mouth for a week, and 
at the end of that time, repeated stool examinations having 
been negative for both motile and encysted forms of the 
parasite, he was discharged home. A _ follow-up note, 
one year later, states that he has had no recurrence of symp- 
toms since leaving the hospital. 


Case 2. M. D., a 43-year-old, American-born laborer, 
entered the medical service for the first time on Novem- 
ber 4, 1935, complaining of bloody diarrhea for one week. 
He was born in Boston and had never been outside of 
New England. No one else in the family or neighborhood 
was known to have had diarrhea. Twelve years before 
entry the patient had an attack of afebrile, profuse, watery 
diarrhea for 2 months. Following this he was free from 
symptoms for 5 years, when a second attack occurred while 
he was receiving antiluetic therapy. At that time he was 
proctoscoped and was advised to take daily saline enemas. 
This attack also subsided in about 2 months, and he was 
again symptom-free until 3 years later — or 4 years before 
entry—when the diarrhea recurred. Since that time 
he has been subject to recurrent attacks of diarrhea, each 
lasting from | to 2 months, with watery stools, sometimes 
containing mucus and blood. During these episodes the 
patient would lose from 6 to 10 Ib., but would regain 
them during the asymptomatic periods, when he enjoyed 
good health and normal bowel habits. Two and a half 
years before the present entry he entered the surgical 
service of a Boston hospital because of a painful swelling 
in the left groin. This was excised and diagnosed as 
lymphogranuloma venereale inguinale. At the same time 
a barium enema was interpreted as showing mild ulcera- 
tive colitis, and proctoscopy showed ulcerations of the 
bowel in the upper rectum and lower sigmoid. 

Physical examination at the time of entry showed an 
emaciated, middle-aged man with enlarged cervical, axil- 
lary and inguinal nodes, diminished breath sounds over 
the right apex and a barely palpable spleen. The prostate 
was large and boggy; the blood pressure was 130/90. 
Proctoscopic examination showed many 2 by 3-mm. hemor- 
rhagic ulcerations with slightly overhanging borders in the 
rectum and lower sigmoid. A loopful of material taken 
from under the border of one of these ulcers showed many 
actively motile amebas, which could be observed to engulf 
actively the red blood cells present. Further laboratory 
studies showed negative blood Wassermann and Hinton 
reactions and a normal urine; the hemoglobin was 70 per 
cent (Sahli), the red blood-cell count 4,380,000, and the 
hie blood-cell count 16,200, with 4 per cent cosino- 


The patient was treated with injections of emetine 
hydrochloride twice daily for 3 days, and at the same time 
with carbarsone by mouth for 1 week. Twenty-four hours 
after the institution of this therapy both the diarrhea and 
the cramps disappeared, and the patient felt well. The 
motile amebas promptly disappeared from his stools, and 
cysts were also absent on repeated examinations. Procto- 
scopic examination 12 days after institution of therapy 
showed perfectly normal mucosa of the bowel. The patient 
was discharged to be followed in the Out Door Depart- 
ment, where a year later he was reported to be in good 
health and free of symptoms. 


stools a day. Associated with the diarrhea were cramps, 
considerable rectal pain and some tenesmus. 
Three months after the onset of these complaints, he 
yy 
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Case 3. A.C. A, a 30-year-old, American-born house- 
wife, entered the medical service of the Peter Bent Brig- 
ham Hospital for the first time on November 3), 1936, 
complaining of frequent bowel movements and abdominal 
pain. She was born in Boston and had always lived here. 
There was no history of diarrhea in the family or in the 
neighborhood. There was a history of both syphilis and 
gonorrhea, contracted 8 years before, with 8 months of 
antiluetic therapy at that time. The present illness began 
2 years before entry with the insidious onset of diarrhea 
without blood or pus in the stools, the frequency increas- 
ing gradually until about a year before entry, at which 
time she began to have crampy abdominal pain, as well 
as bilateral, steady, lower abdominal pain. Bilateral sal- 
pingectomy was performed 8 months before the present 
entry. This gave complete relief from the lower quadrant 
pain but did not influence either the diarrhea or the 
abdominal cramps, which, indeed, grew worse, and toward 
the end of her convalescence she noticed blood and mucus 
in her stools for the first time. After a few months, the 
diarrhea again gradually improved, though the bowel 
movements were never entirely normal, until 2 weeks 
before entry, when there was a sudden exacerbation of the 
diarrhea with the reappearance of blood and mucus in the 
stools. 

Physical examination at the time of entry was normal 
except for slight, diffuse abdominal tenderness. Procto- 
scopic examination showed a normal mucosa for a dis- 
tance of 23 cm. within the anal sphincter. Laboratory 
studies showed normal serologic tests in blood and spinal 
fluid and a normal urine; the hemoglobin was 72 per cent 
(Sahli), the red blood-cell count 3,910,000, the white blood- 
cell count 13,000, with 10 per cent eosinophils. Repeated 
stool examinations during the first 10 days failed to show 
anything abnormal other than gross or occult blood. 
A barium enema showed slight irregularity of the tip 
of the cecum, and this finding was confirmed by films 
at 4, 6 and 8 hours after the ingestion of barium by mouth. 
Another warm stool specimen was therefore obtained, 
and microscopic examination at this time, 11 days after 
entry, showed motile amebas containing red blood cells. 
This finding was confirmed by the Department of Com- 
parative Pathology of the Harvard Medical School. The 
patient was thereupon given a course of injections of 
emetine hydrochloride for 1 week. The diarrhea and 
cramps disappeared in 24 hours after the onset of treat- 
ment. At the time of the patient’s discharge motile 
amebas had disappeared from her stools, but cysts were 
still to be found. She was followed after discharge and 
given a course of carbarsone by mouth. Stool examina- 
tion a month later by the Department of Comparative 
Pathology was negative for both motile forms and cysts. 


In reviewing the records of the hospital since 
1913, 12 more cases were found in which the diag- 
nosis of amebic dysentery was established by the 
finding in the stools of motile amebas in consid- 
erable numbers. This makes a total of 15 such 
cases. Of these, 5, including the 3 whose histories 
have already been given, had never been outside 
of the region including New England, New York, 
Pennsylvania and New Brunswick. The locality 
in which infection occurred in the other 10 cases 
was as follows: Ceylon 1, China 2, Colombia 1, 
Greece 1, Holland 1, Mesopotamia 1, Puerto Rico 1, 
Texas 1, and Virginia 1. Thus by far the largest 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 25, 1937 


single group, 33 per cent of the total, was com- 
posed of cases endemic in New England and the 
immediately adjacent regions. 


These figures indicate that endemic amebic 
dysentery, though forming a considerable propor- 
tion of the small series quoted, is still a rare dis- 
ease in New England. However, there is a pos- 
sibility that it is, in fact, much commoner than 
we think, and that if more attention were paid to 
it in the future more cases would be found.’ It is 
certainly true that carriers are extremely numerous 
throughout the United States. From a consid- 
eration of all the available surveys on the subject, 
Craig* estimates that from 8 to 10 per cent of 
the population of the country at large are infested 
with Endameba histolytica, the cysts of which are 
demonstrable in the stools. In a special study’ of 
the stools of 70 unselected ward patients at the 
Peter Bent Brigham Hospital some years ago, 2 
were found to be carriers of the parasite. 


Indeed, the very paucity of cases of active amebic 
dysentery, in the presence of such a huge number 
of carriers, gives one cause for wonder. There is 
some evidence at present of variations in virulence 
among the various strains,’ but this is by no means 
clearly established, and the whole problem is as yet 
apparently unsolved, with the distinct possibility 
remaining that the rarity of the disease is more 
apparent than real. 


Even assuming that endemic amebic dysentery is 
as uncommon in New England as other diseases, 
which are as rarely thought of in the ordinary dif- 
ferential diagnosis, it still should have a speciai 
claim on our attention, for it is one of the few dis- 
eases for which we have a specific treatment that is 
simple, safe and effective.” With emetine we can 
dispel the active symptoms of the disease, and 
with one or more of the several available organic 
iodides or arsenicals we can eliminate the parasite 
in nearly every case — a measure important both to 
ensure against possible recurrences and as a public 
health measure, since it is the convalescent or car- 
rier, rather than the patient with active diarrhea, 
who is responsible for the transmission of the in- 
fection. It is true that in old, chronic cases the 
bowel may be so badly scarred that symptoms per- 
sist even after what is usually considered an effec- 
tive course of amebicides. Such cases require long- 
continued and expert care. Nevertheless, as Case 
2 amply shows, even a case that has persisted for 
years may respond almost magically to the proper 
treatment. 


SUMMARY 


Three cases of amebic dysentery, endemic in 
New England and recently observed at the Peter 
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Bent Brigham Hospital, are presented. A review 
of the hospital records shows that the infection in 
5 of a total of 15 cases so diagnosed originated in 
the New England region. The importance of 
establishing the diagnosis is emphasized in view 
of the effective therapy that we possess for this 
disease. 
74 Fenwood Road. 
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COMMUNITY NURSING NEEDS 
StrerpHen Rusumore, M.D.* 


M* THESIS today is that the nursing needs of 
a community cannot be fully met by the 
efforts of the nursing profession alone. There 
must be a co-operative endeavor in which all the 
agencies interested in the diagnosis, prevention, re- 
lief and cure of disease participate. Disease is the 
focus of attention of all the agencies to be named 
later, and one or another aspect of it may receive 
the greater emphasis according to the interest of 
each. But in spite of a common object of attack, 
there are centrifugal influences to be found in each 
agency or group; each subsidiary part of the heal- 
ing art seeks autonomy and a certain independence, 
sometimes to the harm of the person who is sick. 


It is sometimes said that nursing will never 
come into its own until it is developed as an in- 
dependent profession. With the growing tendency 
toward the formation of collegiate and university 
schools of nursing, one finds a growing insistence 
on the necessity for this independence. There are 
independent schools of medicine, independent 
schools of law, independent schools of engineer- 
ing. Why not independent schools of nursing? 
Just what is meant by the word “independent”? 


One of the things sought is freedom from dom- 
ination by the medical profession. It is claimed 
by some nurses that many physicians are not sym- 
pathetic with the development of nursing educa- 
tion, that they do not understand nursing problems, 
and that they are afraid the nurse may learn too 
much. Some physicians even say that nurses are 
becoming overeducated. Yet it is chiefly after 
progress in medicine that progress in nursing can 
take place, and it is not likely that the latter will 
outrun the former, for nursing is, after all, only 
one fragment of the healing art. That many phy- 
sicians have little appreciation of the part which 
modern nursing has come to play in the preven- 
tion and treatment of disease does not alter the 
necessity for co-operation between doctor and 


Read at the annual convention of the Massachusetts State Nurses’ Asso- 
ciation, Boston, October 28, 1937. 
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nurse in the working out of their common prob- 
lems. It is perhaps not unfair to say that some 
of the problems confronting the nursing profes- 
sion have become more serious use their solu- 
tion has been sought without the aid of physi- 
cians. For this the medical profession is in no 
small measure responsible because it has not al- 
ways been willing to give its assistance. Never- 
theless, nursing cannot exist in independence of 
medicine. 

Another kind of independence, for which both 
nurses and physicians are to blame, is shown in 
the development of schools of nursing character- 
ized by the attempt of their administrators to give 
vocational training, forgetting that mere vocational 
training is really only defective education. There 
has been a tendency to lose sight of the unity of 
education, and to develop the school and its pro- 
cedures without reference to what has been learned 
in other older and more highly developed fields. 
The education of the nurse cannot be carried on in 
independence of general education. 

The unwillingness or incapacity of some hos- 
pitals to enter upon the field of nursing education, 
and the growth of collegiate and especially of uni- 
versity schools of nursing, have suggested that the 
hospital may not be a necessary element in the 
scheme. But it is in the hospital that patients are 
gathered together to be nursed; surely no one 
seriously believes that nursing can be developed in 
independence of the patient. Yet occasionally the 
emphasis on the education of the student suggests 
that the welfare of the patient may not be the first 
consideration. 

If one inquires closely into what, after all, 
is meant by the independence of schools of nurs- 
ing, the real issue seems to be the need of budgetary 
independence; that is, if the hospital requires new 
equipment in the laundry or for the disposal of 
garbage, the expense for these adjuncts should not 
be offset on the budget of the school by discharg- 
ing one of the teachers. 


In another way a kind of independence for the 
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school of nursing and for the nursing profession 
is justified. Nursing, as it is carried on today, 
makes a substantial and unique and indispensable 
contribution to the healing art. Because of this 
it should be developed independently with the 
greatest possible clarification as to ideals, methods, 
procedures, scope and limitations. 

Before dealing with the present situation, certain 
trends in nursing and nursing education should be 
noted. The primary nursing responsibility of the 
hospital is to furnish adequate care for the sick, 
and the training of the nurse is secondary. The 
occasional tendency to emphasize education to 
the detriment of the patient has already been 
noted. But it is incontrovertible that better care 
of the patient can be given only by better nurses, 
prepared for their work through better educa- 
tion. The heart of this difficulty lies in the fact 
that the hospital does not ordinarily have enough 
money to give the patients the care they should 
have, and to give the pupil nurses the education 
they should receive. Until this fact is faced 
squarely and the deficiency is removed by ade- 
quate financial support for educational purposes, 
the problem will remain a source of confusion and 
an occasion for recrimination. The physician 
knows that his patients too often receive inad- 
equate care; and the nurse who is responsible for 
the education of the students knows that they 
are receiving an inadequate education. 

As the educational responsibilities of the school 
of nursing receive more attention, some itals 
are likely to decide that they will withdraw from 
the educational field. In Massachusetts in the past 
four years about twenty-five schools of nursing 
have decided to admit no new pupils; this move- 
ment may go too far. It is a fair question whether 
every hospital of one hundred beds or more has 
not a social responsibility for maintaining a school 
of nursing. In the final analysis, the question 
must be answered for each institution on the basis 
of local conditions as well as the general situation. 
It is possible that for some time to come a smaller 
number of hospitals in Massachusetts will supply 
all the needed nurses of a certain type, but con- 
cerning this no one can speak with assurance. The 
qualification as to type will be discussed later. 

Another trend in nursing, in part responsible for 
the high place which it now. holds in the general 
estimation, is the recognition of the necessity for 
a high degree of nursing skill for certain kinds of 
patients. In these cases the recovery of the patient 
depends as much on the constant care and atten- 
tion of the nurse as on the occasional direction and 
supervision by the physician. The wisest written 
orders are of little avail if the nurse does not know 
how to carry them out and what to do about the 
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many details which may not be specified in the 
orders. This is true in every field of medicine, 
of course, but one of the greatest opportunities 
for highly specialized and skilled nursing is in 
that large group of mental cases which lies on the 
border line between the curable and the incurable. 

There are other fields of nursing which call for 
high skill of a peculiar sort, namely, those of pub- 
lic health and of district work. Here teaching is 
the backbone of the service rendered, and the 
nurse is often thrown far more on her own re- 
sponsibility than when working in the hospital and 
dealing with a patient in comparative isolation. It 
is to be understood that teaching means not sim- 
ply telling what to do, but persuading one or more 
members of the family to do what is indicated in 
the care of the sick and in prevention of disease. 
It has been found that only the better-educated 
nurses can do this teaching well. 

Apart from those patients who clearly need the 
highest skill, which can be obtained only by se- 
curing the best-qualified candidates for the school 
of nursing and giving them the most nearly ade- 
quate education, there is a large group of patients 
not critically ill, concerning whose specific nurs- 
ing needs there may be question. 

Before passing to a detailed consideration of this 
group and of a procedure for meeting their needs, 
it is important to emphasize the necessity of study- 
ing each limited field in nursing, not only in it- 
self but in relation to the whole field of nursing, 
that is, in relation to the nursing needs of the 
community. Certain aspects of the dependence of 
nursing have been pointed out. Reciprocal rela- 
tions also should be noted, such as the dependence 
of the patient, the doctor and the hospital on the 
nurse; the effort to supply the nursing needs of the 
community should be regarded as a co-operative 
enterprise in which all diagnostic, preventive, palli- 
ative and curative agencies have their part. 

The point of view on which emphasis should 
be laid is that of the community or group in which 
or in parts of which nursing problems are aris- 
ing, and the suggestions to be made later are based 
on the assumption of some sort of conscious com- 
munity interest and some sort of planned or di- 
rected community activity. 

Although the need of critically ill patients for 
highly specialized nursing care might seem to be 
the more acute and dramatic, the need of the 
not critically ill is of far greater magnitude, if 
one reckons the number of patients or the nursing 
hours required. The normal maternity case and 
the normal infant need highly trained nursing 
skill during the confinement and for a compara- 
tively short period in the puerperium, and a simi- 
lar need exists after many operations. The way this 
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subsequent nursing care is now provided in hos- 
pitals is to employ relatively untrained persons 
(pupil nurses), except for patients who are able 
to afford graduate private-duty nurses. Outside 
_ of hospitals, where much of the nursing of pa- 
tients not critically ill is done, the growing tendency 
is to employ unregistered or practical nurses. 

At this point it is pertinent to note another trend 
in nursing and in medicine. For a number of 
years there was a rapid development of hospitals 
throughout the United States, and a hospitaliza- 
tion of medicine took place. In many institutions 
there also came into existence schools of nursing 
founded to provide nursing care for the patients. 
Perhaps the hospitalization of patients went too 
far, but with the recent closing of many schools 
of nursing and the development of public-health 
nursing, it may well be that a considerable degree 
of readjustment in meeting the nursing needs of 
the community will be required. 

In the health problem of any community, the 
ministering agencies are the physician, the den- 
tist, the nurse, — whether in hospital, district, pub- 
lic health or private duty, —the hospital and the 
department of public health; in some communities 
the public schools also participate. All are involved 
from the point of view of diagnosis or prevention 
or relief or cure. Do they co-operate? Does each 
group know what the others are doing and plan 
its work accordingly? Do the groups confer on 
their common problems? Does each develop its 
own work as a part of a plan for the community? 

Since the health problem of the community has 
a certain unity, it makes little difference from 
which side it is attacked: a persistent following of 
clues will expose it in all its aspects. But in every 
case, one of the problems will be that of nursing 
those patients who for one reason or another do 
not need expert nursing care. The needs of such 
patients are varied. How shall they be met? The 

ious way is to have groups of nurses trained 
according to these needs, and the next question is, 
How many groups of nurses should there be? 

The answer that the hospitals have given in the 
past — an answer formulated in part by physicians 
and in part by nurses—is that there should be 
only one class of nurses —the highly skilled, reg- 
istered nurse, capable of adapting herself to vary- 
ing conditions; for the sick should have only the 
best possible nursing care. This answer has over- 
looked two important facts. The first has already 
been noted: not every sick person is critically ill 
and thus needs the highly trained nurse. The sec- 
ond is that there is a tendency to buy what one 
needs, and if less highly trained nurses are avail- 
able and will meei the need, they will be employed. 
Nurses of this type are a social necessity, and 
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should be recognized as fulfilling a necessary func- 
tion. 

Almost from the first there have been persons 
of vision and persistence, or perhaps of stubborn 
disposition, who have refused to ignore the impor- 
tant facts to which reference has just been made, 
and who have attempted to train, even to educate, 
a group of nurses competent to give nursing care 
to patients not critically ill. Their efforts have 
been crowned with some degree of success, and 
at the same time the financial-burden of illness has 
been lightened. 

The time has come for this problem to receive 
more general attention. Certain hospitals, per- 
haps first of all some of those which cannot carry 
on a school for the highly trained nurse, should 
consider whether their own needs cannot be met 
largely — never, of course, entirely —by the em- 
ployment of nurses with the lower grade of skill 
and training, and whether they ought not them- 
selves to carry on the education of nurses at the 
lower level. How many hospitals should do this, 
no one now can tell, for no one knows how many 
schools of either sort there should be or how many 
nurses of either group the community needs. 

It is one of the fundamental principles of the 
project method in education that the student shall 
be taught to solve problems in the circumstance 
in which they arise. Translated into the terms 
of the present problem, this means that nurses who 
are to serve in homes should have some training 
in homes, under supervision. This has been rec- | 
ognized by some leaders in nursing education, but 
objection has been made by others that it led back 
to the Dark Ages. Yet there are great and hitherto 
generally unused educational possibilities in dis- 
trict work. 

The following concrete suggestions are here- 
with made for attacking the nursing problems of 
a community. First, representatives of the medical 
profession, of the dental profession, of the hospital 
or hospitals, of the district nursing association (by 
whatever name it may be known), of the public 
health department of the community, and _per- 
haps of the public schools, should unite in plan- 
ning and carrying out a program for the nursing 
needs of the community. A considerable body 
of knowledge and experience in these fields is at 
hand. Secondly, a possible solution of part of the 
nursing problems of the community lies in the 
establishment of a school for nurses of the second 
or lower grade. The age of admission should be 
not lower than eighteen, with a minimum of two 
years in high school. The course in the school 
should be two years in length, of which the last 
six months should be spent on the district. The 
need for nurses trained at this level is great, and 
such a school would require for its administration, 
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in the hospital and on the district, nurses of the 
highest grade, with adequate training in admin- 
istration, teaching and nursing, and competent to 
carry on the necessary educational work in a sat- 
isfactory manner. There should also be recogni- 
tion and control of the graduates by the states 
through licensure. 

Objection will of course be made to this plan, 
and the difficulties are by no means slight. But if 
one faces the facts squarely and realizes to what 
an extent the nursing needs of many communities 
are not met now, the reasonableness of some such 
scheme will be clear. 

If anyone has concern for the future of the 
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highly trained nurse,—the now-called “registered 
nurse,” —there is no occasion for alarm. There 
is a permanent need in nursing for the best that 
any woman, with the highest natural endowment 
and the finest training and education she can 
secure, can give. At the present time, however, 
we are accepting in our schools of nursing and 
pretending to train in the best possible way many 
nurses who cannot take advantage of what is 
offered. Furthermore, it must be acknowledged 
that we are not training enough nurses, either 
the very highly skilled or the less highly skilled, 
to meet the nursing needs of the community. 
520 Commonwealth Avenue. 
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MEDICINE — CORONARY THROMBOSIS 


HE Round-Table Conference on “Medicine — 

Coronary Thrombosis” convened in the Hotel 
Carpenter, Manchester, New Hampshire, on May 
18, 1937, with Dr. Thomas M. Dudley, of Concord, 
leading the discussion. 


Cuairman Duptey: The subject that I have 
been given is “Coronary Thrombosis,” and I shall 
speak on this as a general practitioner, since | 
make no pretensions as to being a cardiologist. My 
hope is to bring out points of interest to all of us. 
As this is a round-table conference, I hope that after 
this informal narrative is over we shall participate 
in a general discussion. You are at liberty to ask 
whatever questions come to your minds, and my 
replies, I trust, will be sufficient; but if some differ 
in their opinions, —and I presume there will be 
differences, — please feel at liberty to state your 


own views. 


This disease was first diagnosed in 1887, and 
first thoroughly studied in 1912. It attacks indi- 
viduals of middle or late life. It develops on a 
background of other vascular disease; hence, among 
those most frequently affected are the hyperten- 
sive, arteriosclerotic, diabetic and previously angi- 
noid patients. Next in frequency are those with 
gout, hyperthyroidism, polycythemia and Buerger’s 
disease. The disease occurs less frequently in 
those with rheumatic or syphilitic heart disease, 
and least of all in those with no preceding or- 
ganic heart disease. 

The disorder originates probably from the rup- 
ture of an atheromatous abscess located in a coro- 
nary artery; the result is a gradually developing 
thrombus, which at first partially, then later com- 


pletely, occludes the vessel. The site of this throm- 
bus is usually the descending branch of the left 
coronary artery, perhaps because of its sharp elbow 
just at the point of origin of the artery. Less fre- 
quently, the thrombus occurs in the right or pos- 
terior coronary artery. As a sequel of occlusion 
comes infarction, with a mural thrombus, then per- 
haps emboli or pericarditis. Later, healing takes 
place, and if the patient has survived this, healing 
may be complete, or more uncommonly aneurysm 
occurs and later actual rupture. 


A person attacked by this malady may grow ill 
gradually with retrosternal distress of slowly in- 
creasing severity, or he may suffer a devastating, 
acutely painful attack with severe retrosternal pain 
and collapse. 

In mild cases, the patient may come to the phy- 
sician’s office without assistance, somewhat dysp- 
neic and pale, but still able to struggle in. In the 
severe cases the physician is usually summoned 
by a relative, who tells him of a bad attack of in- 
digestion and urges him to come at once. 

Pain in this disease is usually severe, although it 
may be absent. Classically, it is located in the mid- 
chest and radiates to the left arm or both arms. 
Less frequently it is located high up in the epi- 
gastrium and radiates to the shoulder and back. 
Associated with it is dyspnea, and a feeling of con- 
striction in or weight on the chest, interfering seri- 
ously with respiration. 

As a rule but little time can be spent in inter- 
rogating the patient about his past; one is obliged 
to act first and ask questions later. This usually 
means a substantial dose of morphine; a history 
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of repeated mild attacks lasting over several weeks, 
or even a history of anginal attacks over several 
years, may then be elicited. 


On examination, the patient is usually pale, cy- 
anotic and in a drenching sweat; sometimes he is 
comatose. In milder cases he may not manifest 
such severe signs and may be only a little pale 
or apprehensive. The pulse is usually small, rapid 
and regular; sometimes it is irregular by virtue of 
auricular or ventricular fibrillation; rarely it is slow 
from heart block. The blood pressure previously 
known to be high has taken a precipitous drop. 
The heart may sound normal, or have a faint 
first sound or a gallop rhythm. Murmurs are usu- 
ally absent. If they were previously present, the 
weakened heart fails to produce them, and if no 
previous valvular disease existed, coronary throm- 
bosis would not then produce a murmur. 

Pericardial friction rubs are occasionally audi- 
ble. The heart enlarges; as a rule, congestive rales 
appear at the lung bases; and the liver is some- 
times enlarged and tender. The epigastrium is 
frequently tender, and spasm of this region is often 
present. Jaundice and oliguria may occur, and the 
temperature rises, remaining elevated for several 
days. From the laboratory standpoint, there are 
often albuminuria, mild glycosuria, casts and 
blood. The blood count shows a polymorphonu- 
clear leukocytosis. X-rays have not proved partic- 
ularly interesting. The electrocardiographic find- 
ings are most helpful, and we shall discuss them 
at length farther on. 

The mortality rate was at first presumed to be 
about 50 per cent. Lately this has reached a more 
favorable level of 25 per cent. Once recovered, a 
patient may live for fifteen years, but more often, 
unfortunately, he survives for only two years or so. 
A thrombosis may, of course, occur in other 
branches of the coronary arteries at any time. The 
frequency of coronary infarction and its similarity 
to certain surgical conditions of the abdomen 
bring up a most interesting diagnostic problem. 
It is most important that these cases be correctly in- 
terpreted, since a hurried laparotomy may result in 
disappointing or even disastrous consequences. 

Here we have a disease often associated with 
severe upper abdominal pain, sometimes vomiting, 
rigidity and spasm in the epigastrium; also with a 
tender, large liver, fever and a leukocytosis. 

In a differential diagnosis we must first of all con- 
sider some of the urgent surgical possibilities — 
failure to operate on such cases is equally disastrous. 
They are cholecystitis and cholelithiasis, acute pan- 
creatitis, perforated ulcer, appendicitis and intesti- 
nal obstruction. The most outstanding differ- 
ential points of a clinical nature are the presence 
of dyspnea, cyanosis, and retrosternal pressure and 
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constriction. Lastly, the pain usually radiates to 
the arm or arms and not to the scapular region. 

The electrocardiogram offers us real assistance 
in making the differentiation. It reveals early and 
pathognomonic signs of coronary infarction. At 
first it was found that infarction showed character- 
istic changes in the shape of the T waves. Later 
it was discovered that these changes might not 
occur for forty-eight hours or more. Certainly this 
was not of material assistance in surgical emergen- 
cies. Then cam- the chest lead, which is of in- 
estimable value. The changes here are revealed im- 
mediately after the infarction has taken place. You 
can readily appreciate the value that accrues from 
this immediately available information. I say “im- 
mediately” because with recent advances in the 
portability and operating simplicity of the newer 
types of electrocardiographic apparatus, this infor- 
mation can be quickly obtained. 

There are a few other conditions which may be 
confused with coronary infarction. They are the 
following: pulmonary embolism, spontaneous 
pneumothorax, pneumonia, diabetic acidosis, dis- 
secting aneurysm, angina pectoris, spinal arthri- 
tis, cervical rib, intrathoracic tumor, aneurysm and 
herpes zoster. 

Lastly, as regards treatment, complete rest in 
bed for from four to eight weeks is necessary; 
morphine should be given as required, and the 
dose may be generous. A low-calorie diet and a 
low-residue diet are called for, with glucose and 
saline administered intravenously. Oxygen therapy 
is recommended. Aminophyllin is of value in 
theory but in practice I have seen no real 
benefit from it. In complications, give adrenalin 
for Stokes-Adams syndrome, digitalis for auricular 
fibrillation or congestive heart failure, and quini- 
dine sulfate for ventricular or auricular fibrillation. 

Certain precautions must be rigidly observed. Usz 
insulin cautiously, so as to avoid hypoglycemia. 
Use antiluetic treatment carefully. Give gall-blad- ¥, 
der dye by mouth only. Above all, do not let youry/ 
enthusiasm for technical information outweiggf 
your clinical judgment. 

We shall now turn to the charts and slides. Fig 
I shall enumerate the changes from normal that 
cardiograph shows in this disease, and then shq@& 
some of the features differentiating anterior ai® 
posterior infarctions. 


[Dr. Dudley then showed charts and slides.] 


Discussion 


Dr. Haron D. Levine, Bristol: I should like to thank 
Dr. Dudley for a very interesting discussion of thrombo- 
sis. There are several things about Lead 4 that are apt 
to be confusing. One is that when the electrode is placed 
on the chest you get very large movements. The voltage is 
high, and it is very difficult to standardize. For that rea- 
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son, I believe that sometimes a descending level QRS will 
below the base line, even in normal hearts. So it 

is extremely difficult to say whether or not a given tracing 

will show a slanting ST interval in Lead 4. 

In the last few years there has, I think, been a trend 
away from highly refined technical methods, particularly 
since t A great many arguments have been 
offered to show that the electrocardiogram may lack value 
or be confusing. For example, in cases of uremia, pneu- 

monia and coronary a certain proportion will 
de: changes ordinarily regarded as characteristic coronary 
thrombosis, and until the advent of Lead 4, a certain num- 
ber of patients were incorrectly Since then 
creased. 


The e is decisive with a distinct group; 
it not only is a means by which one can avoid putting the 
patient to bed for some time when he has no coronary 
thrombosis, thus entailing the risk of hypostatic pneumonia, 
but may also help to decide the location of an infarct, 
which has been shown at the Mayo Clinic to have con- 
siderable prognostic value. An anterior infarct has a defi- 
nitely greater risk than a posterior one, and the mortality 
is greater. Previous studies showed that the infarct was 
oftener in the anterior than in the posterior part of the 
-heart. The fact is that patients with an anterior infarct 
are more apt to die, and for that reason we get a dis- 
torted idea of the frequency of such infarcts, and their 
preponderance over posterior ones. 

In regard to ventricular fibrillation I have never seen 
a patient in an attack that I recognized as such. I should 
think you would get no pulse, rather than an irregular 
one. 

ventricular fibrillation is still a controversial subject. There 
is some evidence, particularly in animal experiments, that 
it may prevent it. 

As to the use of vasodilatation in an attack of coronary 

is, I agree that it is probably not of much value. 

In fact, it may entail an added risk. Blood pressure is 
dropping anyway from the cardiac insult, and you may 
decrease the systolic pressure, which is maintaining a sup- 
ply of blood through the coronary vessels. 


Tue Cxuairman: Thank you, Dr. Levine. I think that 
those points are very important. Perhaps one of the most 
important points is that we must not be led astray in our 
clinical judgment by technicalities. But the car 
tracings are sometimes of distinct value, differentiating 
these cases and other types of heart disease. 

I did not speak of angina pectoris. Of course there is 
always a question of it in a patient with heart pain. The 
duration of the attack is, I think, the differentiating fac- 
tor. Anginal spasm is rather brief, lasting from a few to 
fifteen minutes, whereas the pain of thrombosis is con- 
stant. A cardiogram is of assistance here, because in a 
spastic condition of the coronary vessels, where there is no 
organic change, you would not find organic evidence on 
your cardiographic tracings, so that you would feel a little 
safer about giving your patient more freedom. 


uremia and sometimes pericarditis are misleading. The 
chest lead, as you say, shows a wide swing; but the ab- 
sence of Q waves or upright T waves or very materially 
marked variation in the isoelectrical level must be con- 
sidered as extremely important evidence. 


Dr. Henry W. N. Bennett, Manchester: You spoke of 


the blood pressure’s dropping at the time of the attack. 
What has been your experience following the attack, when 


Nov. 25, 1937 


the patient begins to recover? I have had a few cases and 
have noticed that the blood pressure rises, particularly the 
diastolic, and stays between 100 and 116 for some time 


ye ay Cuairman: I have not followed the diastolic pres- 

sure particularly. In nephritics, you have high diastolic 
pressures anyway. Naturally the course of the systolic 
pressure is to some degree interesting, just as you stated, 
and of prognostic value. Oftentimes, as the patient gets 
better and the heart muscle becomes more efficient, the 
systolic pressure rises, and this is a fairly good prognostic 
sign. 


Dr. Louis C. Acer, Rutland, Massachusetts: Auricu- 
fers tioned several times. Of 
course you differentiated ventri and auricular fibril- 


Dr. Levine: I referred to ventricular fibrillation. 


Dr. Acer: Then that is quite a different proposition. 1 
was thinking at the time of auricular fibrillation, and I 
cannot sec, from our experience, that that has any rela- 
tion to thrombosis; rarely, at any rate. We see quite a 
number of cases showing up very definitely in the electro- 
cardiogram, aside from the clinical diagnosis of auricular 
fibrillation, which is quite simple. I have a case now at 
the Veterans’ Bureau Hospital; the patient has been there 
for six weeks, and has a definite valvular lesion. His 
heart is fibrillating, and this condition has not been well 
controlled by quinidine. 1 am alternating his treatment. 
Sometimes he is given digitalis; he gets more or less 
quinidine a good part of the time. On the other hand, 
in the last three months, I have had 2 cases of very severe 
fibrillation, which cleared up in less than a week with the 


use of quinidine. then in- 
creased the dose right up to 9 gr. three times a day if 
necessary. We have never seen any ill effects but there 
was an immediate cessation of the fibrillation, with noth- 
ing showing clinically or by electrocardiogram; no lesion 
remained. 

One of these patients in particular came in with such 


a severe heart condition that he was edematous all the 
eight hours the fibrillation disappeared, the edema was 
clearing up, and we could find nothing the mater after. 
war 


In our experience, fibrillation does not mean anything 
by itself, that is, auricular fibrillation. 


Tue Crairman: I think your point is well made. |! 
did not mean to give the impression that auricular fibril- 


I have seen, I have not encountered fibrillation coming 
on with the onset of the infarcts more than twice. 1 
think that fibrillation, as you say, is much commoner in 
valvular disease of the heart with congestive failure; or 
one may encounter auricular fibrillation of a paroxysmal 
nature, which is hard to attribute to any particular cause. 
But I do not think that fibrillation plays a particularly im- 
portant part in occlusion. However, it is important to 
take care of it. 


Dr. Acer: I judge from what you said that you do not 
have radiograms taken to any large extent. 

Tue CHairMan: Most of the cases that I have seen have 
been in the home; I have not followed the use of radio- 
grams in coronary disease. 

Dr. Acer: We are very fortunate in having radiograms 
of the heart of every patient who comes in, if there is any 


lation? 
was or an associate coro- 
nary occlusion. In fact in the short series of 20 cases that 
1_agree_with you the findings _in_ pneumonia, 
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question of a heart condition of any kind. The results 
are exceedingly interesting. We can not only detect car- 
diac enlargement but also determine the shape and size 
of the heart, which, of course, are very valuable in con- 
nection with these cases. 

Tue Crarman: Are there any roentgenologists here 
who might throw any light on x-ray findings in this 
disease? 


I appreciate that it is considered possible to diagnose 
coronary disease from x-rays to some extent — chiefly 
through the thinning of the ventricular wall. But, I do not 


Dr. Acer: I was not suggesting that it had any specific 
value in this condition, but it does show in many instances 
the various lesions which have pre-existed and which 
throw quite a bit of light on the cause of the disease, 
as well as the various shapes and sizes of the heart. I think 
the only change you see in the electrocardiogram would be 
in cases severe enough to cause a definite dilatation. 


Dr. Frevericx P. Scrisner, Manchester: Were the cases 
of fibrillation which Dr. Ager mentioned of the paroxys- 
mal type? 

Dr. Acer: Auricular fibrillation, yes. 
to find what a small item in prognosis auricular 
tion seems to be. 

Dr. Scrisner: At the end of forty-eight hours, in the 
majority of cases, it stops without treatment. 

Tue Cxaraman: I agree with Dr. Scribner. 
fibrillation is not an unusual occurrence. As he says, the 


paroxysm lasts for a little while, and then clears up spon- 
y nag It does not necessarily indicate severe heart 


“— a from coronary thrombosis for a moment, 
I might mention one woman who was injured in a bus 
collision, and developed a paroxysmal type of fibrillation 
for the first time. This was purely a neurogenic disturb- 
ance. She has had it ever since. Because of the alarming 
degree of pulse deficit, she collected a considerable sum 
of money, but she is not a very sick person. 

Dr. Scrisner: I have seen several cases of that type. 


Dr. Crarence O. Cosurn, Manchester: I should like 


of the attack? Is the prognosis in proportion to the severi- 


ining 
Isewhere, such as in nephritis, in low-grade 
pelvic infections or in arthritis. It is probably a useful 
adjunct to the prognosis and the guidance of the case. 
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In the severe cases, with cyanosis and a great deal of pain, 
there is a pretty big infarct, and the patient must stay 
in bed a long time. In the milder cases, the patients com- 
plain only of a feeling of constriction or pain in the chest. 
An occasional patient struggles into the office under his 
own power; you feel that he has a posterior infarct and 
will come along pretty well. 


To go back to Dr. Levine's statement that posterior in- 
farctions carry a much better prognosis than anterior ones, 
that is something we shall have to remember. How long 
to keep a patient in bed is more or less a matter of person- 
al judgment. I always feel that it is best to err on the 
side of safety and keep him in bed a long time, probably 
three months. 


Dr. Cosurn: That is right. But in many cases, without 
question, coronary occlusion lasts for only three or 
four days. Patients will get up, in spite of you, and the 
question is raised in my mind as to how much damage 
has been done. 


Fey a clinical standpoint, I might say that not every- 
one in this part of the country has access to electro- 
and that it is often impossible to use them. 


Tue Caiman: That is an important point. You do 
have to appreciate that some of these cases with a severe 
pain in the chest that alarms you may not be so serious as 
they first appear. Patients may be quite 
about staying in bed so long, if they seem to be doing 
pretty well; then in two or three weeks they are back at 
work. They undoubtedly have small infarctions that heal 
rapidly. That has a definite bearing on prognosis, too. 
The more cases you find, the more favorable the prog- 
nosis becomes. 

Dr. Cosurn: I should like to ask, too, about your ex- 
perience in the use of digitalis in coronary thrombosis. 
Dr. Scribner and I have had a case which is pretty difficult. 
Digitalis helped somewhat, but it did not do everything. 
I should like to know your experience. 


Tue Carman: I never push digitalis in cases of coro- 
nary occlusion. In the ones I have seen the patients have 
not suffered particularly from congestive heart failure. I 
often feel that you can do more harm than good with 
digitalis; that is, if you have not definite congestive heart 
failure with edema, and all that sort of thing. Some- 
times if you push digitalis with the idea that you are 
strengthening the heart muscle, you may make the patient 
more ill than if you omitted it altogether. 

I have only one instance in mind where an infarcted 
case developed severe congestive heart failure. That 
patient could not take digitalis; it — him psychotic. 
But I should prefer to err on the side of safety in not 
giving digitalis unless it improved the congestive failure 
a great deal. 

Dr. Cosurn: You would give it in cases of cardiac 
failure with edema? Of course, we use salyrgan along 
with this. Newton, i in his latest book on digitalis, claims 
that the main benefit of digitalis is in cardiac failure, and 
I could not see any reason why it should not be used, 
just as in cases of valvular disease or other heart condi- 
tions. Of course, the results are not so good, because you 
do not have so much heart muscle. We digitalize such 
patients and have had no accidents. 


Dr. Acer: We started off with only one very small 
group of cases of coronary disease, that is, thrombosis. Of 
course, the various > cnndiiens that are being talked about 
pond; omg coronary disease, but in the broad sense, 
coronary disease is the commonest type of heart disease 


is taking place as compared to leukocytosis. Also, what 

value do you give underfeeding following an attack, and 

what determines, without electrocardiograms, the severity 

ty acute or It at to = 

Are some of the patients with mild attacks just as liable 

to die, or do they have to be kept in bed as long as do 

those with very severe attacks? 

Tue CxHamrman: Those are very pertinent and interest- 

ing questions. First, as to the sedimentation rate of blood 

corpuscles, I have never followed the test in coronary 

occlusion. I understand that it is being done as a mark 

of 7 of the infarct. It is 7 a valuable method, 

period a patient must be kept in bed or at rest, that is 

a very difficult thing to do; my impression is that the 

severity of the pain and the degree of collapse at the onset 

of the infarction have much to do with the prognosis. 
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there is. That is quite a different thing from a definite, 
acute obstruction. There are many cases of impairment of 
coronary circulation, and we get very definite angina from 
such cases: this has not been touched upon at all. You 
were speaking of one thing, an acute attack. 

As a matter of fact, in the hospitals we do not see these 
acute types, as a rule. The patients may have had one 
recently, but by the time they get into the hospitals, they 
are either dead or simply ready for aftertreatment. 


Tue Cramman: | admit that we have strayed some- 
what from the original subject, acute coronary thrombosis, 
but it is followed by so many complicating features that 
we have been justified in talking about these things. 


Dr. Acer: What I mean is that we get symptoms of 
coronary failure, such as those following a starving of the 
heart muscle, from partial coronary occlusion and things 
of that kind, which are simply due to degenerative changes 
that we get elsewhere. 

CuairmMan Duptey: I quite agree with you. 

Dr. Everett J. Stone, Newport: I should like to ask 
what is the prognosis after this attack of coronary occlu- 
sion has occurred and the patient has been kept in bed 
for six or eight weeks? What is the eventual outcome? 

Tue Cuamman: There I think that you should be 
guided entirely by the individual patient. 

Dr. Stone: What I meant is this. Are patients going 
to resume a useful life, and how long will it take to do 
so? 

Tue Cuarman: It varies. In the first case, which we 
recognized five years ago, the patient is still going strong, 
carrying on an active business. He also had a moderately 


advanced type of valvular lesion. So I should say that if ’ 


the patient recovers from the acute attack, the prognosis 
is not necessarily bad. You have to say to the family: 
“This man has had a serious type of heart disorder. He is 
improving. The probabilities are that with care, and 
particularly with plenty of rest, he is going to continue 
to improve and learn to live within his limits and get 
along very well. At some time he may be subject to 
another occlusion; he probably will not recover from that, 
or if he does, will not make such a good recovery.” 

You have to be careful in your prognosis, although 
if you have signs that indicate the improvement of the 
heart function, — freedom from pain on exercise, freedom 
from dyspnea and freedom from congestive rales at the 
lung bases,— you can give a pretty good prognosis as 
regards recovery. 

I am sorry that I cannot say anything about the sedi- 
mentation rate. Have you had any experience, Dr. Stone? 


Dr. Srone: No. 


Dr. Copurn: At the heart meetings, that matter has 
been brought up several times. The return to normal 
is not rapid. A leukocytosis may return to normal in 
a short time, whereas the change in sedimentation rate 
is more gradual. 

I think you forgot to mention about putting patients 
on a low-calorie diet; but I want to compliment you 
on what you said about the use of drugs other than mor- 
phine in the treatment of the disease. In my experience, 
nothing except morphine has done any good in the 
acute stage. We have used some of the barbital deriva- 
tives. 

Tue Craiman: To return to your low-calorie diet, 
I think that is important. I have not stressed diet par- 


ticularly in these cases. The patients have to be put- 
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on a low-residue diet as soon as they are able to take food, 
to prevent gas and distention, and the low-calorie diet 
would certainly seem logical, especially if they are over- 
weight. A great many of them are overweight, and weight 
reduction is important. 

The xanthine derivatives have not proved to be particu- 
larly useful. 

This disease has im me as being one in which 
one is justified in holding off on medication if the patients 
can be kept comfortable and resting; then, as they get 
better, increase the exercise. Drugs do not play a highly 
important part in the case, after the patients become cen- 
valescent. 

I should like to mention one case I have seen recently, 
which brought up a very interesting problem. A man 
in the country had a typical, severe attack of coronary 
occlusion, and refused to go into the hospital. After about 
two weeks in bed he began to get worse, with more 
dyspnea, but he did not have much pain. Both the doctor 
who called me and the family were puzzled as to why 
he should have gotten over the acute attack so well and 
then began to get worse. There was no evidence of edema 
or of congestive heart failure; but he was quite dyspneic 
and a little cyanotic. 

Of course, when we examined him it was perfectly 
evident that both chests were filling up with fluid. We 
took two and a half quarts out of one side and a quart 
out of the other. 


Dr. Scrisner: What you said about the prognosis is — 
well illustrated in a case that Dr. Paul White reported 
last fall. I am not sure about how long the man lived, 
but I think it was twenty-three years. He carried on 
his work, too. 

With regard to digitalis, I cannot forget one case 
we had several years ago. This was a patient with dia- 
betes who was known to have had coronary disease. He 
flared up with an acute appendix. When he went home, 
or shortly after that, we started to digitalize him. At the 
end of a week we had Dr. Paul White come up to see 
him, and he said that the only mistake we made was that 
we should have digitalized him a good deal earlier. He 
added that digitalis in coronary disease is undoubtedly 
indicated. 

Dr. Cosurn: With the past generation I think that 
the use of nitroglycerin was advocated and used for most 
heart pains. I wish you would speak about the fallacy 
of its continued use after, perhaps, the first trial. 


Tue CHamman: My impression is that nitroglycerin 
is a very useful drug in people who have the clinical syn- 
drome known as angina pectoris. We have given it 
in the hope of relieving the pain of coronary occlusion, 
but it did not do so. Nitroglycerin is not of particular 
value. In actual acute coronary occlusion the blood pres- 
sure is low, anyway, and it is inadvisable to dilate the 
coronary vessels temporarily. In the cases that maintain 
the anginal syndrome after coronary occlusion, nitro- 
glycerin is useful for a temporary relief of the spasm. 
I should not advocate its continual use merely because 
it might prevent an anginal syndrome or benefit the coro- 
nary disease. The action is too brief. 


Dr. Levine: Have these patients developed decompen- 
sation and have they been given salyrgan, intravenously? 
Also, what is the outcome of such cases? Did you give 
glucose intravenously during the height of acute occlusion, 
and what effect did it seem to have? 


_ Dr. Cosurn: We have used salyrgan in three ways; 
intravenously, intramuscularly, and recently with supposi- 


Vo 
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tories. These suppositories are very efficacious, but the 
patients do not like them. They produce a lot of soreness, 
tenesmus and discomfort. But, as I said, they are very 
efficacious. We have a patient in the hospital now who 
was edematous up to his waist, with fluid in both chests; 
he has had ten intravenous injections of | cc. and four 
suppositories, and he is absolutely free of edema, except 
for a few rales in the bases of both lungs. You take the 
load off the heart; you give the patients comfort. When 
you get rid of , you do something from a mechanical 
standpoint. Of course, the patients who have had heart 
failure are always likely to have it again, but I think the 
use of salyrgan once or twice a month, or as often as 
indicated, is a very good procedure. 


Dr. Acer: I am trying to figure out the indications 
for digitalis and salyrgan. You are talking about the later 
treatment of the disease, of course. You are not talking 
about an acute paroxysm. 


Tue CHamman: The discussion is more about the 
sequelae. 


Dr. Acer: I have patients who have been on my ward 
for about fourteen months — cardiorenal cases — with no 
question of thrombosis. One in particular has had a lot 
of salyrgan in the course of fourteen months, but he has 
not had any at all for at least ten weeks, for the reason 
that it does not seem to be necessary. It is not given 
for the heart condition, but to relieve the edema. 


Dr. Cosurn: What you say is true, but cardiac failure 
does not occur in the very acute attack. onary throm- 
bosis is not a disease for a day or two; it is there, and 
it lasts forever. The damage is mechanical damage. . 


Dr. Acer: If any of you have an opportunity to see 
the hundreds of hearts at the Army and Navy Museum 
at Washington, you will find a very large number of cases 
of infarct of various types, and it is very enlightening 
to see what happens in those cases. 


Tue Crairman: I shall answer Dr. Levine's last ques- 
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tion about giving glucose and saline. I have not happened 
to give it in any of my cases, but I should certainly be 
inclined to give it if the patients had a prolonged vomiting 
session. I think in the more severe comatose cases, or 
for patients who cannot retain nourishment, it would be 
a very useful adjunct. I should not be afraid to give it. 


Dr. Levine: I wonder whether the objection that is 
often raised about putting it into the veins during an acute 
attack is a valid one. Any substance introduced into a vein 
would promote thrombosis and might make the process 
in the heart worse. 


Tue Cruairman: I should not give it if there was any 
question. I should also be careful of using insulin in these 
cases, as that tends to coronary spasm when the blood 
sugar is too low. But I should not hesitate to give glucose 
and saline if the indications were there. 

Our time is now up, so that we shall have to close this 
discussion. 


RECENT DEATHS 


PETIT — Avpuonse W. Perir, M.D., died in Manches- 
ter, October 16. He was eighty-four years old. He was 
graduated from Laval University, Montreal, in 1877. He 
practiced medicine in Nashua for over fifty years and was 
president of the staff of St. Joseph's Hospital. 


REED — Witiam E. Resp, M.D., of Nashua, died 
July 22 in Boston. He was graduated from Harvard 
Medical School in 1901. He was a member of the staff 
of St. Joseph’s and Memorial hospitals. 


STONE — Everett J. Stone, M.D., of 
Hampshire, died on November 
seventh year. 

A graduate of the University of a College of 
Medicine in 1913, he had practiced in Newport eleven 


New 
8. He was in his forty- 


years. 
Dr. Stone was a member of the New Hampshire Medi- 
cal Society and the American Medical Association. 
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FORMATION OF A FUNCTIONAL ELBOW JOINT 
FOLLOWING AN UNREDUCED DISLOCATION 


Russet F. Sutzivan, M.D.,* ann H. M. Cuicpress, M.D.+ 


BOSTON 


“[ HE functional restoration of a joint following 
an unreduced dislocation is not particularly 
rare. The case to be reported, however, deserves 
notice because of the completeness of the adaptation 
both of the soft tissues and of the bones, and the 
excellent functional result thereby obtained. When 
one considers the initial damage inflicted upon 
this joint and its surrounding tissues, together with 
the subsequent complication of gas bacillus infec- 
tion, one is led to believe that the new joint man- 
ufactured by nature is probably a more service- 
able one than would have been obtained had radi- 
cal surgery been resorted to during early conva- 
lescence. 

It is well understood that bone is a living rigid 
tissue and is constantly being torn down and re- 


Fig. 1. 


X-ray film taken shortly after the accident 
showing the dislocation of the elbow joint. 


built simultaneously. It also has the ability to 
change its contour al adapt itself according to 
the stress and strains to which it is exposed. This, 
of course, is explained by Wolff's law, which as- 
serts that “every change in the form and function 
of bone is followed by definite changes in its in- 
ternal architecture and equally definite alterations 
of its external conformation.” Therefore, when an 
unusual and improper demand is placed upon a 
bone there will result corresponding changes in 
its formation in accordance with the nature and 
degree of the requirements. In consequence rather 
bizarre results, of which this case is a typical ex- 

From the Bone and Joint Service of Boston City Hospital. 

*Junior visiting surgeon, Bone and Joint Service, Boston City Hospital. 

tFormerly, assistant resident surgeon, Bone and Joint Service, Boston City 


ample, are frequently seen. It is interesting, there- 
fore, to consider the actual tissue distribution and 
displacement which took place at the time of in- 
jury and the structural changes which resulted 
during convalescence. 

When any joint is dislocated, with accompany- 
ing severe trauma and fracture, marked soft tissue 
damage and surrounding hemorrhage always re- 
sult. The capsule is torn. Strips of periosteum 
and chips of bone are frequently torn loose and 


Fig. 2. X-ray film taken in 1937 with elbow flexed 
jot 


carried to new sites. Sometimes these, chips pro- 
liferate if their blood supply remains intact; — 
if the reverse is true, they become absorbed. 

exostosis, which will gradually conform in size a 
shape to the demands of the new situation, will 
grow. Moreover, other displaced fragments may 
press upon the shaft of a neighboring bone and 
thereby produce either necrosis or cavity forma- 
tion. changes, in combination with irrita- 
tion caused by proliferation, may build an anchor- 
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age or ledge in such a way as to form a useful new 


t. 
- the case under consideration the outgrowth 
from the shaft of the humerus, probably produced 
as above described, was so extensive as to sim- 
ulate an osteochondroma. There were correspond- 
ing changes in the soft tissue structures, as well as 
metaplasia of tissue to form a joint capsule. Pro- 
liferation of displaced portions of synovial mem- 
brane, which at least have partially relined the new 
cavity, have probably produced the essential lubri- 
cant. The ligaments, muscles, nerves and blood 
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Fig. 3. X-ray film taken in anteroposterior position 
showing production of the false joint by changing the 
anatomic conformation of the humerus. 
vessels have likewise adjusted themselves by either 
shortening or stretching to meet the requirements 
of the new situation. 

In order to attain a useful joint, persistent ac- 
tive mobility was absolutely necessary. irri- 
tative and stimulative effects of such motion have 
produced the positive bony changes, and at the 
same time have prevented atrophy of the tissues. 
Of course the final range of motion is not normal, 
but it is useful and there is no pain. The patient 
is well satisfied with the result. 


CASE REPORT 


S. R., a 17-year-old, white male, was admitted 
Boston City Hospital October 1, 1932. He had 


to the 
sustained 


ELBOW JOINT—SULLIVAN AND CHILDRESS 


a severe injury to his right elbow when struck by a truck. 
He was taken to a relicf station, where his arm was 
splinted. When admitted to this hospital a few minutes 
later, he was in mild shock. Examination of the posterior 


X-rays upon admission were interpreted as 


Fig. a Photograph showing the elbow flexed as far 


as possi 


table became worse, and forcible manipulation after the 
first attempts at reduction had proved unsuccessful was 
prohibited. Although he had been given prophylactic 
tetanus and gas-bacillus antitoxins, on the following day 
he developed a definite case of gas-bacillus infection. 
He was critically ill for the next 2 weeks, during which 
time he was receiving treatment for the infection. X-rays 
made then showed an unreduced dislocation with the olec- 
ranon lying against the medial humeral surface about 
5 cm. above the internal epicondyle. 


| 871 
aspect of the right elbow showed deep ragged lacerations 
through which the olecranon was protruding. The fore- 
r 

| 
‘ Fig. 4. Photograph showing the elbow extended as far 
as possible. 
) 4 arm and hand were greatly swollen. Motions and sensa- 
| - tions of wrist and hand were normal. 
ss 4 or shock and then given the routine therapy for com- 
= ? pound fracture. His condition while on the operating 
| 
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On October 16, or 15 days after the injury, the arm 
was put in traction with the elbow at a right angle. This 
method was not effective, and 8 days later the elbow was 
manipulated under the fluoroscope. This attempted reduc- 
tion was not successful. The wound had filled in with 
granulation tissue and continued to have a moderate 
amount of serous drainage. The arm was then put in 
traction with the elbow in extension. Another manipula- 
tion was scheduled, but was not done since the patient's 
mother signed him out of the hospital “against advice.” 

For the next 6 weeks he was treated at a private hos- 
pital, where one unsuccessful effort was made to reduce 
the dislocation. Skin grafts were applied to the granulat- 
ing surface, and the patient was discharged home without 
any retentive apparatus. His elbow was completely stiff 
at that time, but he developed slight motion in a few 
weeks, and 12 months later was able to do light work 
in a newspaper plant. During the past 3 years he has been 
doing occasional heavy work. Motion at the elbow has 
been painless, but has not increased in range during the 
past 2 years. He has noticed a gradual increase of stability 
in the new joint and of strength in the forearm. 

On physical examination there is a marked enlargement 
resembling an exostosis on the medial surface of the lower 
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humerus. The olecranon is fitted over this mass. The 
lower end of the humerus extends downward about 5 cm. 
below this point. The trochlea and capitellum are palpable 
beneath the skin. The ulnar nerve cannot be felt. The 
stability of the joint is excellent. There is about 60° 
of active painless motion, from about 35° of extension 
to 75° of flexion. Muscle power of all the groups about 
the joint is about three-fourths normal. Pronation is 
two-thirds and supination four-fifths normal. There is 
no nerve disturbance. 
CONCLUSIONS 


The case presented here is an excellent illustra- 
tion of what nature is able to accomplish. It gives 
an excellent idea of how extremely adaptable the 
tissues about a joint may be when called upon to 
conform to an unusual situation. This case may 
also serve to give surgeons more courage to per- 
sist with conservative methods of treatment in ap- 
parently hopeless situations, and when operative 
procedures are contraindicated or refused by the 
patient. 


TREATMENT OF FRACTURE OF THE OLECRANON 
BY KIRSCHNER WIRE 


Cotonet Tuomas L. FerensaucH, MEDICAL CorRPs, U. s. ARMY* 


FORT ETHAN ALLEN, VERMONT 


HE advent of the more frequent use of me- 

chanical devices in the treatment of fractures 
has opened up a field for improved treatment of 
types of fractures which have heretofore offered 
difficulty. 

Mechanical fixation of certain bones, owing to 
their location near the surface, now appears to be 
fairly easy. It seemed to us at the Station Hospital 
that the olecranon was suitable for this type of 
fixation, and at the first opportunity a fracture of 
the olecranon was treated by inserting a Kirschner 
wire through the fragment, and through traction, 
bringing it into exact position for good repair. 
The wire in this case offered no difficulty, even 
though the olecranon bursa had been perforated. 
It was held in place without pain. Two cases have 
been treated so far, with excellent results. 

Inserting a Kirschner wire in a medium-sized 
fragment of the olecranon is a fairly easy matter; 
after a bow has been placed on the wire to gain 
the necessary tension, its manipulation is easy, and 


*Surgeon, Fort Ethan Allen, Vermont. 


the traction necessary to bring the fragment for- 
ward into an exact position with the body of the 
ulna is not great. The arm is placed in complete 
extension and held by plaster splints: An ordinary 
glove can be placed on the hand and traction ar- 
ranged by means of elastic bands from the glove 
to the Kirschner bow. Traction can be varied 
according to the number of bands used. It is rec- 
ommended that the arm be kept in plaster splints 
for at least four weeks. After that time the splint 
can be taken off and some motion begun. Before 
motion is started, however, it is well to examine 
the fracture with the fluoroscope to make sure that 
at least some union has taken place. 

The advantages of this method are as follows: 
(1) it is simpler than open operation and repair 
by fascia or kangaroo tendon; (2) it requires only 
ordinary surgical skill; (3) manipulation of the 
fragment is a positive procedure which may be 
necessary after dislocation of the elbow with dis- 
placement; (4) the method leaves no scar over 
the point of the elbow, and there is less chance of 
— than with a more radical operative proce- 

ure. 
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VERMONT STATE MEDICAL SOCIETY ~ 


HOUSE OF DELEGATES 


T HE opening session of the House of Delegates 
of the Vermont State Medical Society was 
called to order by the president, F. J. Lawliss, 
. Wednesday, October 13, 1937, at 8:00 p. m. in 
the Antique Room of the St. Johnsbury House. 

President Lawliss appointed as the Credentials 
Committee: 

Dr. C. G. Schurman, Newport 


Dr. Edward Quinn, Castleton 
Dr. E. A. Cramton, St. Johnsbury 


He requested the members to present their cre- 
dentials to this committee. The Credentials Com- 
mittee reported 31 members present out of an au- 
thorized 34 delegates. The secretary, A. B. Soule, 
Jr., called the roll. Those present were as follows: 


L. S. Walker, Middlebury 

R. S. O'Connell, Middlebury 
H. S. Goodall, Bennington 

L. H. Ross, Bennington 

C. H. Beecher, Burlington 

F. J. Arnold, Burlington 

G. 1. Forbes, Burlington 

H. E. Upton, Burlington 

H. A. Durfee, Burlington 

E. D. McSweeney, Burlington 
W. B. Hyde, Bakersfield 

H. D. Hinman, Enosburg Falls 
. M. Goddard, Morrisville 
. Wilson, St. Johnsbury 
Farmer, St. Johnsbury 
. Sargent, Newport 

. Cramton, St. Johnsbury 
. Schurman, Newport 
Rogers, Pittsford 

ugh Hanrahan, Rutland 

. B. Ross, W. Rutland 

. J. Quinn, Castleton 


Appitson County 
BENNINGTON CouNTY 


CuirrenveN County 


FraNnkuin County 


County 
NorTHEASTERN CouNTY 


County 


WasHINGTON CouNTY 


A. Marshall, Randolph 
C. E. Brady, Barre 


J. R. Malloy, Brattleboro 
O. A. Burton, Westminster 
Philip Wheeler, Brattleboro 


Paul C. T. Bacon, Springfield 
M. Duane Gardner, Windsor 


Dr. C. H. Beecher moved that the uncertified 
delegates from Washington County be given the 
privileges of the floor and allowed to vote; this 
was seconded and so voted. 

Under Article III, Report of the Secretary; Dr. 
A. B. Soule, Jr., referred to the printed report which 


Winpuam County 


Winpsor County 


had been mailed to the members of the House of 
Delegates in advance of the meeting. He called 
attention to the report of the Medico-Legal Com- 
mittee and explained the situation which had 
brought about the necessity for changes in the con- 
stitution and by-laws. He also called attention to 
the increasing deficit as noted in the Treasurer's 
reports of the last several years and expressed the 
opinion that it would be necessary to increase the 
dues in order to avoid depleting the General Fund. 
In closing, he presented his resignation as Secre- 
tary and thanked the officers and members of the 
Society for their co-operation and many kindnesses. 

Dr. E. J. Rogers moved that the report of the 
Secretary be accepted and placed on file; the mo- 
tion was seconded and so voted. 

Dr. Beecher moved that the presidents of the 
Vermont and Maine medical societies be seated 
and given the privilege of the floor. The motion 
was seconded and so voted. 

Under Article IV, Reports of Committees: no 
reports were submitted other than those printed 
in the Annual Report. 

Under Article V: there was no unfinished busi- 
ness. 

Under Article VI, New Business: it was voted 
to hold the next annual meeting in Burlington. 

Dr. Soule read a resolution which had been 
presented in the U. S. Senate by Senator J. Ham- 
ilton Lewis, of Illinois, regarding a proposed plan 
to regiment all physicians and surgeons of the 
country as civil officers of the Federal Government. 
Dr. Beecher moved that a Committee on Resolu- 
tions be appointed by the Chair to consider Sen- 
ator Lewis's resolution, and to draw up a resolu- 
tion to the effect that this House of Delegates is 
opposed to the so-called Lewis resolution, and that 
copies of this resolution be sent to the senators and 
representatives in Congress from Vermont, and to 
Senator Lewis. This was seconded and passed 
unanimously. 

President Lawliss appointed as the Resolutions 
Committee: 

Dr. E. D. McSweeney, Burlington, 


Dr. A. M. Goddard, Morrisville, 
Dr. H. D. Hinman, Enosburg Falls. 


Dr. E. D. McSweeney moved that delegates from 
the Vermont State Medical Society to the other 
state societies be requested to make reports of 


— 
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the meetings attended, such reports to be printed, 
together with the other reports of officers and com- 
mittees of the Society. The motion was seconded 
and so voted. Dr. Soule presented reports of sev- 
eral delegates who attended other state meetings 
for this year. 
Dr. H. S. Goodall introduced the following reso- 
lution from Bennington County: 
Committee be re- 


the word “five” be inserted in lieu thereof (Page 
46, Constitution, By-Laws and Annual Report, 
October, 1937). This motion was seconded by Dr. 
Durfee and so voted. 


by-laws be amended to read “seven dollars” instead 
of “five dollars.” This was seconded, and after 
Upon invitation of President Lawliss, Dr. E. A. 
Hyatt, of St. Albans, secretary of the Medico-Legal 
Committee, was given the privilege of the floor. 
He addressed the House of Delegates on the 
proposed changes of the constitution and by-laws 
regarding the medicolegal provisions. He pre- 
sented the following resolutions from the Medico- 
Legal Committee: 
1. RESOLVED, that the constitution of the Vermont 
State Medical Society be amended as follows: 
In Article III, Paragraph 5, the words “Public 
Relations” be substituted for “Medico-Legal,” so as 


2. RESOLVED, that the by-laws of the Vermont State 
Medical Society be amended so that: 

(1) In Article II, Section 2, the words “of $5.00” 
and “Medico-Legal Fund” be eliminated; that the 
words “determined by vote of the House of Delegates 
at its last annual session” be inserted after the words 
“the sum”; that the words “Public Relations Fund” 
be inserted after the words “set aside for the”; that 
the words “in addition to any amount that may be 
voted by the County Society for its own use” be elim- 
inated; so that Section 2 will read as follows: “Dues 
are payable January 1 for the ensuing year. Each 
county treasurer shall collect and forward to the 
State Treasurer with a report of the members whose 
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drawing upon the Public 
its 


event shall it pay damages or 
for the settlement of any claim. 


and the existing so-called ‘Medico-Legal Fund’ shall 
become the ‘Public Relations Fund’.” 

Dr. E. J. Rogers moved that the resolution re- 
garding the proposed amendment to Article ILI, 
Paragraph 5, of the constitution of the Vermont 
State Medical Society be adopted by this House of 
Delegates subject to the approval of the House of 
Delegates at its next annual meeting. This motion 
was seconded and passed. 
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dues are therewith paid, not later than March 31 
of each fiscal year, from each member of his county 
society the sum determined by vote of the House 
of Delegates at its last annual session for the State 
Society. Physicians who are not engaged in the 
practice of medicine, surgery or any of the specialties, 
are exempt from that portion of the amount due 
which is set aside for the Public Relations Fund.” 

(2) In Article II, Section 5, the words “the benefits 
of the medico-legal defense provisions of this Society 
in defense of” be eliminated; and that the following 

quested to secure legislation, if possible, providing for the words be substituted in their place: “any benefits, aid 

inspection of hospitals within the State of Vermont, and or assistance of the Society for,” so that the section 

also of nursing homes where major surgical operations will read as follows: “No member, who is not in good 

are performed and confinement cases are eared for; and standing, shall receive any of the publications of the 

providing further for the correction of such defects as may Society and no member shall receive any benefits, 

be found. aid or assistance of the Society for any act that oc- 

mit this to the Legislative Committee to be referred oak sts 

back to the House of Delegates at such time as it a - . Vol. 

sees fit. f f ARTICLE XVII. Pusiic Retations Committee 19 

In order to raise the salary of the Secretary o “Section 1. It shall be the duty of the Public Rela- 
the Vermont State Medical Society, Dr. C. H. tions Committee to investigate all matters pertaining 

Beecher moved that the word “four” be stricken to the welfare of the Society and its members and 

from Line 4 of Section 3 of Article I of the by- it may employ legal counsel when deemed neces- 

sary. 

laws of the Vermont State Medical Society, and “Section 2. ‘The Sotiety, acting by and through its 
Public Relations Committee, may aid and assist its 
members threatened with malpractice claims when 
the committee, after proper investigation, decides that 
assistance should be given. 

of ues of t iety, Section 3. The Public Relations Committee may 
“Section 4. If a member has reason to believe that 
a claim based upon aileged malpractice may be pressed 
against him, he must, if he desires assistance from the 
committee, make an immediate written communica- 
tion to the secretary of the committee, giving a full 
and complete statement of all of the facts of the case. 
) “Section 5. The Public Relations Committee shall 
determine in its uncontrolled discretion the extent 
: of any aid or assistance it will furnish the members 
of this Society charged with malpractice, but in no 
: cuon 6. It is dec to be the duty of mem- 
bers of the Society that they shall report to the sec- 
retary of the Public Relations Committee information 
which may come to their attention pertaining to 
— threats of malpractice against any member of this 
Relations Committee of three members, etc.” Soci apy bring dis- 
“Section 7. During the year 1937-1938, the existing 
Medico-Legal Committee shall assume the functions 
of the above-described Public Relations - 
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Dr. Beecher moved that the remaining resolution 
of the Medico-Legal Committee regarding pro- 
posed amendments to the by-laws be Lay as 
presented. This was seconded by Dr. W. A. Sar- 
gent and passed. 

Dr. E. A. Hyatt announced that the Aetna In- 
surance Company would put into effect on January 
1, 1938, a reduction in the cost of medico-legal in- 
surance from $22 to $20 for the basic $5,000-$15,000 
policy. Considerable discussion ensued regarding 
the Medico-Legal Fund and its investment. Dr. 
E. J. Quinn moved that the Medico-Legal Com- 


Legal Fund in such a manner that all its funds 
kept in banks shall be fully protected by the Fed- 
eral Deposit Insurance. This was seconded by 
Dr. E. J. Rogers and so voted. 

Dr. W. G. Ricker introduced Drs. H. G. Stet- 
son and Peer P. Johnson, delegates from the Massa- 
Medical Society to the annual meeting 
of the Vermont State Medical Society, and Dr. 
George Blumer, delegate from the Connecticut 
State Medical Society. All of them spoke briefly, 
bringing greetings from their respective societies. 

_ Dr. Upton moved that the Committee on Resolu- 


passed. 

Dr. E. J. Quinn presented a resolution from the 
Rutland County Medical Society requesting that 
i the Vermont State Medical 
Society along the lines of securing the passage of 


discussion was 


legislation in Maine. 

Dr. Durfee moved that the sum of $500 without 
date limit be set aside for the use of the Legisla- 
tive Committee. This motion was seconded. Dr. 
C. G. Schurman offered the amendment “and 
that the Council be empowered to add to this 
amount at any time if they deem it necessary.” 
The amendment was accepted, and the amended 
motion was passed unanimously. 

Dr. C. G. Schurman presented the resignation 
of Dr. B. F. Cook, of Rutland, from the House 
of Delegates and moved that it be accepted; this 
was seconded and passed. 
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Dr. A. B. Soule, Jr.. announced that the Com- 
missioner of Industries had requested a standard 
fee schedule from the physicians of the State. Dr. 
Beecher moved that the matter of fee schedules 
regarding compensation cases be left to the county 
societies. This motion was seconded and so voted. 
The Secretary was asked by Dr. Goodall to read 
the fee schedule which was adopted in 1920; this 
was done. Dr. Wark moved that the secretaries 
of the county societies be instructed by the House 
of Delegates to send a standard fee schedule to 
the Commissioner of Industries. This was sec- 
onded and defeated. 

Under Article VII, Election of Officers: Dr. H. S. 
Goodall nominated Dr. L. H. Ross, of Bennington, 
for president of the ; Dr. Ross declined. 
Dr. E. J. Rogers nominated Dr. F. oe 
of Vergennes, for president of the Society. 
was seconded by Dr. Upton and so voted. 

For secretary of the Society, Dr. C. H. Beecher 
nominated Dr. B. F. Cook. The nomination was 
seconded and so voted. 


It was then moved that the Chair appoint a 
nominating committee to bring in nominations for 
the remaining officers and committees for the So- 
ciety and for officers for the House of Delegates 
at the next meeting of the House on Thursday, 
October 14. The motion was seconded and so 
voted. 

The chair appointed the Nominating Commit- 
tee as follows: 

Dr. Paul C. T. Bacon, Springfield, Chairman 
Dr. H. A. Durfee, Burlington 
Dr. W. W. Angell, Randolph 

Dr. C. H. Beecher moved that the House of 
Delegates adjourn until 1 o'clock on Thursday, 
October 14. This motion was seconded and passed, 
and the House adjourned. 


The adjourned session of the House of Dele- 
gates of the Vermont State Medical Society was 
called to order by President F. J. Lawliss at 1:30 
p. m. Thursday, October 14, 1937, in the Antique 
Room of the St. Johnsbury House. 

Dr. R. E. Avery, of Washington County, was 
seated as alternate for Dr. R. H. Bisson. 

The Secretary called the roll; 22 members were 
present. 

Upon motion of Dr. Beecher, the enti of the 
minutes of the previous meeting of the House of 


Delegates was dispensed with. 


Dr. P. C. T. Bacon, chairman of the Nominating 
Committee, submitted the following report: * 

The Nominating Committee presents the —_—- 
nominees for the consideration of the House of Dele- 
gates: 


= 
mittee and the Treasurer of the Vermont State 
Medical Society be instructed to split up the Medico- 
tions be asked to draw up appropriate resolutions 
expressing the appreciation of the Vermont State 
Medical Society for the work of the Common- 
wealth Fund in Vermont. This was seconded and 
the healing art in the State of Vermont, and moved 
that this be referred to the Legislative Committee 
for its consideration and action. This was sec- 
onded and after considerable 
adopted. Dr. W. H. Bunker, president-elect and 
delegate of the Maine Medical Association, offered 
suggestions regarding basic science laws and spoke 
of their experience in attempting to secure such 
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Vice-Presivent — L. E. Sample, St. Albans 
Treasurer — David Marvin, Essex Junction 
Auprror — P. P. Lawlor, Burlington 
Councitors — Ist District — E. A. Hyatt, St. Albans 
3rd District — F. E. Farmer, St. Johnsbury 
Executive — B. F, Cook, Rutland 
A. B. Soule, Jr., Burlington 
J. Seeley Estabrook, Brandon 
Pustications Committers — B. F, Cook, Rutland 
H. E. Upton, Burlington 
R. E. Gilson, Fairlee 
Lecistative CCommitres — C. H. Beecher, Burlington 
E. A. Tobin, N. Bennington 
E. J. Quinn, Castleton 
Mepicat Eoucation — E. H. Buttles, Burlington (3 yr.) 
C. G. Abell, Enosburg Falls (2 yr.) 
N. R. Caldwell, Burlington (1 yr.) 
Necrotocy Committee — B. D. Adams, Burlington 
G. G. Marshall, Rutland 
H. L. Pierce, Swanton 
Pustic Recations ComMittrer 
FE. A. Hyatt, St. Albans (3 yr.) 
F. E. Farmer, St. Johnsbury (2 yr.) 
Stewart Ross, Rutland (1 yr.) 
Pustic Instruction ComMitrre 
P. D. Clark, Burlington 
C. F. Ball, Rutland 
W. W. Angell, Randolph 
J. H. Woodruff, Barre 
Louis Rabinowitz, Pittsford 


_ Descartes 


. Maine: C. G. Schurman, Newport 
* New Hampshire: Sam Sparhawk, Burlington 
* Massachusetts: R. H. Bisson, Montpelier 
Rhode Island: A. B. Woodman, Springfield 
Connecticut: F. J. Hurley, Bennington 
New York: G. G. Marshall, Rutland 
American Medical Association: B. F. Cook, Rutland 
Alternate: C. G. Abell, Enosburg Falls 


ANNIVERSARY CHAIRMAN —P. E. McSweeney, Burlington 
Orricers oF THE House oF Devecates 
President — F. J. Lawliss, Richford 
First Vice-President — E. D. McSweeney, Burlington 
Second Vice-President — Philip Wheeler, Brattleboro 
Secretary — B. F. Cook, Rutland, Ex-Officio 


Dr. E. J. Quinn moved that the report of the nom- 
inating Committee be accepted as presented. The 
motion was seconded and so voted. 

The President declared the nominees named 
therein elected to the respective offices and com- 


* mittees for which they were nominated. 


Dr. E. D. McSweeney presented the following 
resolution of the Resolutions Committee: 


RESOLVED, that the Legislative Committee be re- 
quested to secure legislation, if possible, providing for the 
inspection of hospitals within the State of Vermont, and 
also of nursing homes where major surgical operations 
are performed, or confinement cases are cared for, and 
of such defects as may be 


As at the previous meeting of the House of Dele- 
gates it was voted to refer this to the Legislative 
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Committee, no further action was taken at this ses- 


sion. 

Dr. E. D. McSweeney next presented the follow- 
ing resolution, and upon the motion of Dr. Beecher 
that the resolution be adopted as presented, the 
motion was seconded and so voted: 

RESOLVED, that the House of Delegates of the Ver- 
mont State Medical Society does hereby instruct its Sec- 
retary to express to the directors of the Commonwealth 
Fund the very deep appreciation of the physicians of 
Vermont for the fellowships which have been awarded 
during the past two years. 

The Resolutions Committee nex} presented a res- 
olution regarding the resolution presented in the 
U. S. Senate by Senator J. Hamilton Lewis, of 
Illinois. Upon the motion of Dr. P. C. T. Ba- 
con, seconded by Dr. F. J. Arnold, it was voted to 
adopt this resolution as presented: 

WHEREAS, Senate Joint Resolution 188, introduced 
on July 28, 1937, in the Senate of the United States by 
Senator J. Hamilton Lewis, of Illinois, proposes to federal- 
ize the medical profession of the nation, making every 


_ licensed physician and surgeon a civil officer, su 


to prosecution and penalization in the Federal Courts, 
for special causes enumerated in the Resolution; and 

WHEREAS, Such action being clearly a case of class 
legislation is contrary to the principles of constitutional 
government; a 

WHEREAS, The obligation imposed by the Joint Reso- 
lution upon each licensed physician of rendering needed 
medical service to any and all impoverished who make 
application to him would inevitably overwhelm _practi- 
tioners of outstanding reputation, create the necessity of 
elaborate machinery to determine who would qualify 
as “impoverished” or in lieu thereof open the way for 
fraudulent practices, political interference and tend to 
lower the standards of medical practice; and 

WHEREAS, The authority reposed by the Joint Reso- 
lution in the Social Security Board would lead almost cer- 
tainly to fee fixing by government agencies and would 
necessitate a nation-wide accounting and investigating 
system that would add a tremendous indirect cost to the 
nation’s bill for medical care; and 

WHEREAS, The penalties imposed by the Joint Reso- 
lution on persons who violate the provisions thereof are 
so exorbitantly severe as to create a detrimental and inim- 
ical psychology in the medical profession; and 

WHEREAS, The proposed plan would lend itself easily 
to political abuse and become a steppingstone to commu- 
nistic and socialistic government; and 

WHEREAS, Poverty itself is the fundamental cause 
of most of the ills which the Joint Resolution seeks to cure 
and prevent through the superficiality of a superimposed 
medical service; and 

WHEREAS, The proposed plan would inevitably be- 
come a bitter cup of belated disappointment to thousands 
of poor and needy people who pin their faith of salvation 
from the tribulations of life upon this scheme, even as 
the Townsend mirage and the Huey Long “Share the 
Wealth” hallucination became; and 

WHEREAS, The enforcement of local laws already on 
the statute books would provide as adequately for the 
sick-poor as modern facilities and circumstances make 
practicable; and 
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WHEREAS, the needy now enjoy as adequate medical 
care as economic limitations and the vagaries of human 
nature would make possible under the proposed plan; 
therefore, be it 

RESOLVED BY THE HOUSE OF DELEGATES OF 
THE VERMONT STATE MEDICAL SOCIETY IN 
REGULAR SESSION ASSEMBLED, That Senate Joint 
Resolution 188 is inimical to the best public interests, 
is un-American and unworkable, would result in monu- 
mental expenses without yielding compensating benefits, 
would lead to political corruption and tyranny and ought 
to be defeated; and be it further 

RESOLVED, That copies of these resolutions be for- 
warded to the President of the United States, to each 
senator and representative from Vermont, and to Senator 
J. Hamilton Lewis, of Illinois. 


Dr. G. I. Forbes moved that the House of Dele- 
gates, through its Secretary, request the president 
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of the Vermont State Medical Society to maintain 
order in the hall during the scientific sessions. 
There being no objection to this motion, it was 
seconded and passed. 


Dr. C. H. Beecher moved that the meeting ad- 
journ. The motion was seconded and passed. 
Adjournment. 


RECENT DEATH 


GUILTINAN — J]. B. Gututi~an, M.D., of West Rut- 
land, Vermont, died April 15. Dr. Guiltinan was in his 
sixty-second year. 

He attended the University of Vermont and graduated 
from the College of Medicine in 1904. 

He held memberships in the Vermont State Medical 
Society and the American Medical Association. 
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CASE 23471 
PRESENTATION OF CasE 

A twenty-four-year-old white, single, American 
female entered the hospital with a complaint of 
swelling of the abdomen for two years. 

~ Two years before entry she began to notice grad- 
ual swelling of her abdomen. This continued for 
four months without other symptoms except some 
palpitation of the heart. A paracentesis was done 
by her physician and 5 liters of fluid were removed 
which had a per gravity of 1.012 and contained 
lls, lymphocytes and swollen en- 
After removal of the fluid the 


had 
tat aa She had no jaundice or consti- 
pation, and had not lost weight, although she no- 
ticed that her arms had become somewhat emaci- 


matic fever, pneumonia, pleurisy or tonsillitis, and 
she had not been exposed to tuberculosis. 
Physical examination revealed a thin, apparently 


diaphragms were high; in the left axilla the 
breath sounds were slightly decreased, and there 
was slight dulness. Cardiac pulsations were visi- 
ble in the third interspace, which was the posi- 
tion of maximum impulse. The left border of dul- 
ness was 8.5 cm. to the left of the midsternal line. 
The right border of dulness was 2 cm. to the right 
of the midsternal line. At the time of carotid 
pulsations there was thought to be slight indraw- 
ing of the anterior chest wall. There were no mur- 
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murs, and the blood pressure was 110 systolic, 90 
diastolic. (The abdomen was tense and markedly 
distended. A fluid wave was felt, and there was 
dulness throughout the abdomen except in the left 
flank, where the percussion note was tympanitic. 
There was no shifting dulness. The veins of the 
abdominal wall were dilated. A pelvic examina- 
tion was not done because of an intact hymen. 

The temperature was 98.6°F., the pulse 70. The 
respirations were 20. 

The urine examination showed many white cells 
in the sediment. The blood a red cell 
count of 4,100,000 with 60 per cent hemoglobin, 
and a white cell count of 8500 with 72 per cent 
polymorphonuclears. The stool was guaiac nega- 
tive. The blood Hinton test was negative. 

An x-ray of the abdomen showed no unusual 
soft-tissue masses. There were linear areas of 
calcification overlying the sacrum and fifth lum- 
bar vertebra. In one there were two 
parallel areas of decreased density. There were 
two localized areas of intense calcification overly- 
ing the lower half of the sacrum. An x-ray of the 
chest showed no evidence of disease. 

On the second hospital day a paracentesis was 
performed, and 10 liters of chocolate-colored fluid 
were removed. Its specific gravity was 1.025; the 
guaiac test was 3+; a stain for t was 
negative; and a smear showed 92 per cent polymor- 

uclears, 6 per cent lymphocytes, 2 per cent red 

cells, many swollen disintegrating endothe- 
lial cells, but no bacteria. On pathological exam- 
ination of the fluid no tumor cells were found. 
On the day following paracentesis a soft fullness 
was made out in the left pelvis by rectal examina- 
tion. An operation was performed the next day. 


DiFFERENTIAL D1acGNnosis 


Dr. THomas V. Urnmy: There is a fairly large 
group of conditions which may lead to a fluid 
swelling of the abdomen. Renal disease and sim- 
ple congestive heart failure need not be considered 
seriously because of lack of other symptoms and 
absence of edema. Adhesive pericarditis is less 
readily eliminated as it may cause ascites without 
edema or respiratory symptoms. However, the 
character ofthe fd in the second tp is sriking 
and does not at all resemble the transudate 
we should expect in this heart condition. A sero- 
sitis involving the liver and spleen might cause 
ascites, but we should expect the liver and spleen 
to be large and we should not expect this peculiar 
fluid. Liver cirrhosis can give ascites without 
edema, but again the fluid in the second tap is 
inconsistent, and there are no other symptoms or 

signs to confirm its Portal thrombosis 
is similarly unlikely. The probable absence of 
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liver and spleen were not palpable, and no tumor 
masses could be made out. Four months before 
entry she again noted gradual increase in the size 
i of her abdomen, and a second paracentesis was 
done six weeks before entry. About 4 liters of 
fluid were removed which contained old blood, 
| fat and leukocytes. The spleen seemed to be 
palpable at that time. The fluid rapidly reaccum- 
ulated so that her abdomen was markedly dis- 
tended when she entered this hospital. During 
her illness she had no nausea or vomiting but 
regular, and she had not noticed dyspnea or swell- 
ing of her ankles. 
Her family history and past history were non- 
contributory. She had not had scarlet fever, rheu- 
well woman in no discomfort. There was some 
evidence of weight loss in the arms and face. Both 


Vol. 217 No. 22 CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


splenic enlargement is against both this and cir- 
rhosis. Pressure on the portal vein might pro- 
duce ascites, and we could imagine Hodgkin's 
nodes which had swollen and then shrunk again 
as an explanation of the remission of more than 
a year between the taps. Such a diagnosis also 
might help to explain the peculiar fluid at the sec- 
ond tap, because a chylous fluid with blood is some- 
times obtained in Hodgkin’s disease. Malignancy 
is another condition which we must consider, but 
cancer involving the peritoneum would never give 
a remission of a year between taps. It would be 
a definitely progressive thing, and for that reason 
cannot be considered too seriously here. Tuber- 
culosis is a common cause of ascites in a patient 
of this age, but neither tap is particularly charac- 
teristic. Furthermore, she had no ea pee 
to go with the diagnosis. The only ot 

at all which I can think of as 
giving enlargement of the abdomen due to fluid 
in a patient of this sex is cyst of the ovary. It is 
more strongly suggested by the fact that there were 
no symptoms other than abdominal swelling. The 
appearance of fat in the second tap is not incon- 
sistent because it is frequently present as a result 
of degenerative processes; and leukocytes and evi- 
dence of old blood would be expected. Ovarian 
cyst has to be definitely considered. 

The family and past histories reveal nothing to 
go with a i of pericarditi 


Physical examination showed both diaphragms 
high, and in the left axilla slightly decreased 
breath sounds. Evidently the question of pleural 
fluid was raised. If there were an effusion asso- 
ciated with ascites one would expect it on the other 
side. Furthermore, these signs are not sufficient to 
make a diagnosis of fluid. They are more con- 
sistent with a high diaphragm. The heart apex 
was apparently displaced upward and slightly to 
the left without evidence of cardiac enlargement, 


tolic indrawing of the anterior chest wall. 

“A fluid wave was felt, and there was dulness 
throughout the abdomen except in the left flank, 
where the percussion note was tympanitic.” This 
finding is very important in our consideration of 
the question of ovarian cyst, because a differential 
diagnosis between ovarian cyst and ascites is proba- 
bly based most strongly on the finding of tym- 
pany in the flanks with a cyst, contrary to the usual 
dulness of ascites. The fluid which was felt could 
go with either condition, but absence of shifting 
dulness I think is more evidence against free as- 
citic fluid than ovarian cyst. A cyst might shift 
but would be less likely to after it had been tapped 
twice so that adhesions might have formed between 


it and the abdominal wall. The veins of the ab- 
dominal wall may be dilated in either portal ob- 
struction or large ovarian cyst. 

A normal temperature is additional evidence 
against malignant disease, tuberculous peritonitis 
and cirrhosis, all of which should be accompanied 
by low-grade fever. 

“The urine examination showed many white 
cells in the sediment.” 1 know of no way to con- 
nect this pp Reng of the conditions I am con- 
sidering. were a kidney tumor present, 
we should expect some blood in the urine; I do 
not believe any kidney tumor could give this pic- 
ture. 

The mild anemia would go with cirrhosis, ovarian 
cyst, malignancy or tuberculous peritonitis. The 
white count is of no great help except that it is 
— and rules ord inflammatory conditions of 

peritoneum which might give a leukocytosis. 
In cirrhosis, there may be a leukopenia. 

I cannot interpret the x-ray report. In the flat 
plate we should like to know the position of the 
intestines, just to confirm the tympany found in 
the left flank. If we suspect an ovarian cyst, we 
should also like to see a rounded, midline shadow 
displacing the intestines. These plates certainly 
appear to show a good deal of dulness in the 
flanks, and I should think the x-ray, perhaps aside 
from the mention of the calcified areas, might be 
more consistent with ascites than with ovarian 

The calcified areas are hard to interpret. 
I have never heard of calcification in ovarian cysts 
except in dermoids, and apparently these shadows 
are not described as resembling teeth. Further- 
more, I do not believe that dermoid cysts ever reach 
this size. The negative x-ray of the chest is inter- 
esting mainly in that it helps to rule out cardiac or 
cirrhotic origin of the fluid, as we should be likely 
to find a little fluid in the right chest in these con- 
ditions. 

The fluid obtained at the final tap was certainly 
not a transudate, nor was it consistent with tuber- 
culosis. It was entirely consistent with ovarian 
cyst and possibly with malignancy, despite the ab- 
sence of tumor cells on pathological examination. 
The absence of bacteria on smear suggests that 
the polymorphonuclears were a response to degen- 
eration and hemorrhage rather than infection. 

“On the day following paracentesis a soft fuli- 
ness was made out in the left pelvis by rectal ex- 
amination.” Fullness. on rectal examination we 


should of course expect with ascites, but fullness 
in the left vault only suggests that the fluid is 
not free in the abdominal cavity but probably con- 
tained in a cyst, which I believe was present. 
Malignancy cannot be entirely ruled out since an 
ovarian cyst may become malignant in time, but I 
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and a search for signs of adhesive pericarditis 
yielded only a questionable result — the slight sys- 


do believe that malignant disease could not have 
been present from the start. Because of the serous 
character of the fluid at the first tap and the large 
amount of blood found later, I believe that the cyst 
was a papillary cystadenoma rather than one of the 
pseudomucinous type, which usually forms these 
very large tumors. 

Dr. Tracy B. Mattory: The x-ray man’s opin- 
ion is expressed a little more fully in the record: 
“Dermoid with teeth and bone could produce the 
picture, although it is peculiar that no outline of 
tumor mass is visible.” They then raised the ques- 
tion if after all they were not calcified mesenteric 
lymph nodes. 

Dr. Oxiver Core: Did they not comment on the 
colon? It is so perfectly arched. I wonder why 
they did not make a flat-footed diagnosis of large 
cyst on the basis of that x-ray. 

Dr. Donatp S. Kine: I fell down flatly on this 
case. 1 am committed in the record as saying that | 
did not believe she had what she was shown to have. 
My opinicn was given before the abdominal tap 
was made in this hospital and before the rectal ex- 
amination was recorded. I paid too much atten- 
tion to the history and not enough to the physical 
examination. I did not believe that in 1937 a girl 
of twenty-four could come into the hospital with 
an ovarian cyst so large that it displaced the heart 
upward and to the left without having been con- 
scious of the gradual increase in size of the ab- 
dominal tumor. Such phenomena might have 
been expected before 1890 but not now. Physical 
examination was typical of ovarian cyst in that 
there was dulness in the midline, and unquestion- 
able tympany in the right flank. 


Preoperative Diacnosis 
Ovarian cyst. 

Dr. Urmy'’s Diacnosis 
Papillary cystadenoma of the ovary. 


Patnotocic Diacnosis 
Adenocystoma of the ovary. 


Discussion 


Dr. Tracy B. Mattory: In answer to one point 
of Dr. Urmy’s, I have seen a dermoid cyst which 
completely filled the abdomen and required an 
incision from the ensiform to the pubis to remove 
it. The cyst in today’s patient was not a dermoid, 
but a big, simple cyst. The lining was completely 
necrotic, and we could not make out the cytologic 
character of the lining epithelium. However, no 
hair, sebaceous material or teeth were present and 
there were no papillary processes, so that I think 
it is in all probability a simple pseudomucinous 
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cyst. The wall showed many degenerative changes 
with foci of hemorrhage and fatty degeneration. 
The patient, needless to say, made an uneventful 
recovery. 


CASE 23472 
PRESENTATION OF 
fifty-nine-year-old American mechanic was 


admitted complaining of bloody sputum and weak- 


ness. 

For about twenty years the patient had been sub- 
ject to attacks of asthma which, however, were 
never sufficiently severe to require medical atten- 
tion. The.attacks gradually increased in severity 
until two years before entry, when they occurred 
every twenty-four hours, usually at night. At this 
time he consulted a physician who gave him in- 
jections of adrenalin, which afforded him consid- 
erable relief. Six months later an x-ray study of 
the chest showed limited expiratory motion, but 
normal differences in diaphragmatic position dur- 
ing respiration obtained. The right lung was 
larger than the left on both inspiration and ex- 
piration, but the heart and mediastinum were nor- 
mal in position. The septum between the middle 
and upper lobes on the right side was in its nor- 
mal position. There was an unusual area of densi- 
ty, 3 cm. in diameter, in the apex of the right lower 
lobe. This contained a central area of diminished 
radiance which suggested a cavity. There was 
no fluid level, and the surrounding lung was es- 
sentially normal. At this time potassium iodide 
was prescribed, and the asthmatic attacks lessened 
in frequency and severity. He had some wheezing 
respiration and an occasional cough but otherwise 
felt well until ten weeks prior to admission. At 
that time he noted gradually progressive fatiga- 
bility and after five weeks felt so weak that he was 
confined to bed. Four weeks before coming to the 
hospital he had an attack of right-sided pleurisy, 
and his cough became productive of about 5 table- 
spoonfuls of nonodorous, frothy, mucoid sputum 
daily. The sputum was streaked with bright red 
blood. There was no fever, chills or dyspnea. 
There was, however, anorexia. The symptoms 
gradually subsided, the cough became less fre- 
quent, and hemoptysis occurred rarely. Two weeks 
before admission, after an osteopathic treatment, 
he developed a severe ache in the region of both 
shoulder blades and an occasional pain beneath the 
sternum radiating equally to both sides. No other 
details were recorded. For about five weeks there 
had been pain in both hips radiating to the right 
knee. This was sufficiently annoying to cause him 
to avoid as much movement as possible. It was 
not accentuated by coughing. His weight ten years 
before entry was 178 lb. At the time of entry it 
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was 136 lb., but he did not believ. wich of 
it had been lost recently. His fingers |: . vecome 
somewhat broadened as the resuit, 1cco-ding to 
the patient, of hard work. 


Physical examination showed a fairly well-devel- 
oped but poorly nourished, somewh it inattentive 
man in no acute discomfort. There was slight 
clubbing of the fingers and toes. The chest exhib- 
ited diminished expansion of the right side. There 
was impaired resonance in the lower portion of the 
right axilla, and.breath sounds were diminished in 
this region. Occasional sibilant and sonorous rales 
were heard on the right side. The heart was en- 
larged to the left, but no murmurs were heard. 
The blood pressure was 145 systolic, 80 diastolic. 
The remainder of the examination was essentially 
negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,600,000 with a 
hemoglobin of 80 per cent. The white cell count 
was 15,900, 88 per cent polymorphonuclears. The 
sputum contained blood and elastic tissue fibers, 
but no tubercle bacilli were found. The stool ex- 
aminations showed from 1+ to 2+ reactions to the 
guaiac test. A blood Hinton test was negative. 

An x-ray film showed a marked change in the 
appearance of the chest. The diaphragm was nor- 
mal in outline and position. There was a tri- 
angular area of dulness extending from the right 


lung root obliquely downward to the posterior ax- 


illary line between the eighth and tenth ribs. This 
dulness was fairly sharp and its upper portion 
fanned out below. It lay in the general position 
of the lesion previously described. Since this ex- 
amination, however, the middle lobe had shifted 
downward one interspace and the lower lobe was 
reduced in size. The heart and mediastinum did 
not shift appreciably, and there were no masses 
in either lung root. Bones of the chest, pelvis and 
vertebrae were negative. The sinuses were nega- 
tive. Examination of the hands demonstrated 
punched-out areas of diminished density in the 
distal extremity of the second phalanx of the right 
index finger and the distal extremities of the sec- 
ond right metacarpal and the fourth left metacar- 
pal. The bones of the feet were normal. 

One week after entry a bronchoscopy showed 
the trachea and left bronchus to be normal. The 
right bronchus was normal to a point 0.5 cm. be- 
neath the division of the middle lobe bronchus 
from that to the lower lobe. In the lower lobe 
bronchus there was concentric narrowing and the 
appearance was very much like that of fibrous tis- 
sue. There was slight reddening of the mucosa of 
the posterior division of the lower lobe bronchus. 
There was no point from which a biopsy could be 
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taken. ‘The patient’s general condition became 
poor, and he exhibited vague mental peculiarities. 
Neuropsychiatric examination, however, was nega- 
tive. A lumbar puncture was negative. The tem- 
perature exhibited irregular fluctuations up to 
102.5°F., the cough continued, and on occasion 
there was expectoration of pure blood. An x-ray of 
the chest one month after entry showed no sig- 
nificant change from that previously taken. Wheez- 
ing respirations and considerable dyspnea appeared, 
the patient began to expectorate large amounts of 
clotted blood, and he died on the thirty-fourth hos- 
pital day. 


Dirrer—entiaL D1acnosis 


Dr. Atrrep O. Lupwic: The first thing that en- 
gages our attention in this case is the story of the 
patient’s asthma. I do not believe that it bears any 
relation whatever to the disease that brought him 
into the hospital and eventually caused his death. 
The story is quite typical of bronchial asthma, 
whether extrinsic or intrinsic. We usually find 
in long-standing cases of asthma that there is an 
associated chronic bronchitis with infection which 
then in itself may act as a focus in precipitating 
the symptoms. The x-rays which were taken a 
year and a half before entry might better be dis- 
cussed with the other x-rays taken when he was 
a patient in the hospital. The next important 
thing that we find is that the patient began to 
note increased fatigability and weakness, which 
finally became so severe that he had to take to his 
bed. Then there was pleurisy, and his cough be- 
came productive and streaked with blood. He also 
began to complain of pain between his shoulder 
blades and under his sternum. One wonders if 
the osteopathic treatment bore any relation to the 
onset of this pain, but I am inclined to doubt this 
and to assume that the pain most likely was re- 
lated to his underlying disease. A new complaint 
five weeks before entry was pain in both hips radi- 
ating down to the knees. Finally, we note that 
he had lost something over 40 Ib. in the last ten 
years. Although there was some doubt, my im- 
pression is that most of the weight was lost shortly 
before his admission to the hospital. He also had 
developed some clubbing of the fingers. As is 
usually the case in individuals who develop this 
sign, the patient felt that his fingers had always 
looked this way. 

The physical examination is of help. It cor- 
roborates the story of clubbing and of weight loss. 
The examination of the chest is of importance, and 
the dulness and diminished breath sounds in the 
lower right axilla I should interpret as probably 
having been caused by collapse or partial atelecta- 
sis of the right lower lobe. A very significant 
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statement is that sibilant rales were heard on one 
side only. It has been stated frequently that one- 
sided wheezing is indicative of bronchial obstruc- 
tion due to local cause such as foreign body or tu- 
mor. His heart was enlarged to the left. This 
may have been due to secondary enlargement fol- 
lowing years of emphysema resulting from his 
asthma, which increased the resistance in the pul- 
monary circulation and threw an added strain on 
the heart; or it may have been due to hyperten- 
sion which was not apparent at the time of the 
patient’s admission. Examination of the patient's 
blood is normal except for the elevated white count, 
which might have been caused by a number of con- 
ditions. The presence of elastic tissue in his spu- 
tum is important and indicates that destruction 
of the lung was taking place. A positive guaiac 
test on the patient’s stools I should interpret as 
probably having been caused by swallowing of 
blood raised from the lung, as we know that the 
patient had had hemoptysis in the past. 

The x-rays in this case prove to be of consider- 
able help. It is interesting to speculate as to the 
nature of the lesion described in the plates taken 
before the onset of the present illness. The roent- 
genologists felt that it probably represented a small 
cyst. We do not know, of course, whether this le- 
sion was present before, as we have no previous 
plates. One might think also of a large emphy- 
sematous bleb, but this usually shows up as an 
area of decreased density and does not have the 
opacity seen in the lesion here. I cannot believe 
that this lesion represents an abscess or tuberculo- 
sis, nor is there anything to suggest a malignant 
lesion at this time. The x-rays taken at the time 
the patient was in the hospital show a marked 
change. We now see a triangular area of dulness 
extending from the right lung root; we find that 
the middle lobe on this side is shifted downward 
and the lower lobe is reduced in size. The progres- 
sion of the lesion in the successive plates seems 
quite characteristic of what one expects to see in 
carcinoma of the lung, and I believe the large tri- 
angular area of dulness associated with the other 
igns means that his right lower lobe is collapsed. 
In spite of the fact that the bones of the pelvis 
and vertebrae do not show obvious metastases, one 
cannot say that they are definitely excluded as they 
may not have to the point where they 
are visible by x-ray. It may be possible, therefore, 
in spite of the negative plates, to explain the pain 
he complained of in his hips as being caused by 
bony metastases. I am unable to make out any- 
thing from this statement that he had punched- 
out areas in the distal phalanges of several fingers, 
and it seems to me to be extremely unlikely that 


these represent metastases. The radiologists tell 
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me that another possibility one might consider, 
namely sarcoid, is not suggested by these lesions. 
Perhaps they represent simple bone cysts and have 
no bearing on the case. 

During his stay in the hospital a bronchoscopy 
was done and demonstrated definite narrowing 
in the right lower lobe bronchus, but it was im- 
possible to biopsy the lesion and establish a definite 
diagnosis. The onset of mental peculiarities sug- 
gests to me the possibility that there are major 
cerebral metastases, if we are correct in our diag- 
nosis of malignancy of the lung. 

This whole story would seem to me to be per- 
fectly consistent with a diagnosis of carcinoma of 
a bronchus — in this case the bronchus leading to 
the right lower lobe — followed by collapse of the 
involved lobe and possibly by secondary infection 
of this lobe and, eventually, hemorrhage. The 
story of cough, ——- chest pain, progres- 
sive weight loss and cachexia, the physical signs 
of unilateral wheezing and a collapsed lobe, and 
finally the x-ray findings, are all quite typical in 
this disease. The white cell count of 16,000 could 
have been caused by tumor alone, with a good 
deal of secondary necrosis, or perhaps more likely, 
by infection below an obstructed bronchus. From 
the appearance of the lesion by bronchoscopy one 
would suspect that perhaps the tumor did not 
present directly into the bronchus but arose from 
without and caused narrowing and obstruction by 
concentric pressure. As I have said, the onset of 
mental peculiarities as well as of bone pain sug- 
gests metastases, and the negative x-ray findings 
and negative lumbar puncture do not rule these 
out. One must, however, think of another pos- 
sibility, and that is that the metastasis in the brain 
may not have been one of tumor but a metastatic . 


What other possibilities is it necessary to con- 
sider in differential diagnosis? To my mind there 
is nothing in the history, in the physical findings 

or in the x-rays to suggest tuberculosis. Except for 
the statement that there are punched-out areas in 
the phalanges, there is certainly nothing to suggest 
sarcoid, and the x-ray pictures are not at all those 
which one associates with this disease. Could this 
man have had a lung abscess alone? Again, I do 
not believe that his story or his physical findings 
are consistent with this diagnosis. It is true that 
he may have had an abscess, but if so, I believe it is 
secondary to a lesion obstructing the bronchus. Is 
it necessary to consider foreign body? I think one 
should always consider the possibility that there 
might be a foreign body in a case of this sort, and 
the foreign body, of course, may be nonopaque and 
therefore not demonstrable by x-ray. However, the 
bronchoscopy, which should always be done in 
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these cases, would certainly have demonstrated the 
foreign body if it were present, and furthermore, I 
do not believe that the x-ray changes are those 
that one associates with the presence of a foreign 
body.with a surrounding area of pneumonitis. So 
far as the nature of the obstructing lesion of the 
bronchus is concerned, my feeling is that by far 
the most likely cause would be malignant disease. 
We have no evidence that this is a so-called benign 
adenoma of a bronchus, and such tumors are usu- 
ally seen in a younger age group. One should 

haps consider inflammatory constriction of the 

nchus due either to tuberculosis or fibrosis fol- 
lowing inflammation from some other cause. While 
tuberculosis does cause constricting lesions of the 
bronchus, the bronchoscopic appearance is not that 
described here, nor are the rest of the findings or 
the x-rays at all consistent with tuberculosis. There 
is one more possibility to discuss and that is that 
we may not be dealing with a tumor that is pri- 
mary in the lung but with a metastatic lesion from 
somewhere else. In this respect one should con- 
sider hypernephroma and carcinoma of the liver. 
We have, I believe, no evidence that either of these 
conditions existed, nor is there any evidence that 
this man had malignancy arising primarily from 
any other source. Again, the x-rays are much more 
consistent with a primary malignancy of the lung 
than with a metastatic one. 

In conclusion, then, I should say that this man 
suffered for years from bronchial asthma, that he 
will therefore have a considerable degree of pul- 
monary emphysema, that he has 2 carcinoma of 
the right lower lobe bronchus causing the col- 
lapse of this lobe, that we might well expect to 
find carcinomatous metastases in the brain and 
in some of the bones, and finally that we might pre- 
dict that he has a metastatic abscess rather than a 
metastatic tumor in his brain. 


Curnicat Diacnosts 
Carcinoma of the lung. 
Bronchiectasis. 
Lung abscess. 


Dr. Lupwic’s DiacNnoses 


Bronchial asthma. 

Pulmonary emphysema. 

Carcinoma of the right lower bronchus. 
Metastases to the brain and bones? 
Metastatic brain abscess? 


Anatomic D1acGNoses 
Adenocarcinoma of the lung with metastases to 
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the liver, adrenals, retroperitoneal nodes, 
brain, kidney and vertebrae. 

Pulmonary abscess. 

Thrombophlebitis of prostatic and hemorrhoidal 
vessels. 

Prostatic hyperplasia. 

Arteriosclerosis, moderate, aortic and coronary. 

Bone atrophy of phalanges. 

Cholesterosis of the gall bladder. 

Cholelithiasis. 


PatnHotocicat Discussion 


Dr. Tracy B. Matiory: Dr. Ludwig's diag- 
noses agree very closely with those of the thoracic 
clinic, where this patient was examined on several 
occasions while he was in the hospital, and they 
also are in close accord with the anatomic diag- 
noses. We found as the primary lesion a carcinoma 
situated in the midportion of the right lower lobe. 
It evidently had not arisen from any of the major 
bronchi, which passed through the tumor with 
only a moderate degree of narrowing from external 
pressure, as the bronchoscopist described. In mi- 
croscopic sections of the tumor, however, the rem- 
nants of a small bronchus were found, the lumen 
of which was completely obliterated by tumor 
growth. This probably represents the primary 
focus. The tumor proved on examination to be a 
well-differentiated adenocarcinoma, the least com- 
mon of three types of primary bronchiogenic car- 
cinoma. As Dr. Ludwig pointed out, abscess for- 
mation is frequently seen in association with car- 
cinoma of the lung and is usually found in that 
portion of the lung which is distal to the tumor. 
In this case we did find a small, well-encapsulated 
abscess, but it lay proximal to the tumor, that is, 
between it and the hilus. Obstruction to the bron- 
chi could, therefore, have played no role in its 
development, and as one looks back over the clin- 
ical record and, in particular, the report of the first 
X-ray examination, it seems probable that this ab- 
scess represents the cyst-like shadow noted in the 
first x-ray. The tumor had metastasized widely, 
and a number of the metastases were, as Dr. Lud- 
wig predicted, in the brain. The adrenals, as is so 
frequently the case in bronchiogenic carcinoma, 
also contained metastases, and many were found 
in the liver and throughout the vertebral column. 
There were a few incidental findings which seemed 
to have nothing to do with the clinical picture; 
such as benign hypertrophy of the prostate, throm- 
bophlebitis of the periprostatic and hemorrhoidal 
vessels and cholelithiasis. 
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STILL MORE ON “PRINCIPLES 
AND PROPOSALS” 


Tue Journal feels that the conflicting opinions 
which have arisen from different interpretations 
of the “Principles and Proposals” discussed in its 
editorials of November 11 and 18 warrant further 
comment. While many physicians besides the 
original endorsers have expressed approval of the 
resolutions, a large number of doctors have de- 
nounced them as being extremely dangerous. This 
latter group is fearful lest particular proposals be 
taken from their setting and their accompanying 
modifying statements and be used as an argument 
that the medical profession supports radical changes 
leading to so-called “state medicine.” 

_ The Journal appreciates this danger. However, 
it does not believe that denial of the already exist- 
ing fact that government — local, state and federal 
— is directly concerned with the health of the peo- 
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ple will lessen the extent to which government is 
now participating in health matters or will wisely 
direct future action. 

The Journal believes that medical care is always 
open to improvement and that enlightened discus- 
sion of the lines along which action may be taken 
to accomplish improvement should always be be- 
fore the profession. It therefore feels that a dis- 
cussion of the “Principles and Proposals” now be- 
fore the profession is desirable. It further believes 
that such a discussion by physicians is one of the 
most effective ways of preventing a misrepresenta- 
tion of professional opinion by those who wish to 
misquote this opinion for their own particular ends. 

For these reasons, there follows a brief state- 
ment concerning the “Principles and Proposals,” 
and under “Miscellany” a history of their origin is 
presented. Both statements were prepared by the 
informal Committee of Physicians for distribution 
to the endorsers and to those desiring more in- 
formation than was supplied in its original state- 
ment. The information given in the latter of these 
two statements seems to indicate that the Journal 
of the American Medical Association in its edi- 
torial comment of November 20 has again failed to 
state impartially and clearly the facts involved. 

The “Principles and Proposals” assume that medical 
care will always be open to improvement and that the pri- 
mary concern of the medical profession is this improve- 
ment. With this premise the “Principles and Proposals” 
were drafted, without any sweeping political or social 
formula, but with tacit acceptance of the fact that the 
Nation and all its component parts, including the organ- 
ized medical profession, are committed to a democratic 
form of government. Failure to mention the individual 
physician and his economic problems in a statement that 
treats of the outstanding obligations of the medical pro- 
fession does not imply that the physician and his problems 
are nonexistent and have no claims to consideration. 

The “Principles and Proposals” must be considered in 
relation to their purpose and their origin, set forth in the 
committee’s introduction. Only in this setting have they 
true significance. The principles enunciate certain gener- 
alizations that seem axiomatic. The proposals should not 
be interpreted apart from the principles, by which they are 
conditioned. Furthermore, they should not be considered 
individually since they mutually qualify one another. For 
example, the intent of Proposals 3, 4 and 5 may be entirely 
misinterpreted if the modifying force of Proposals 6, 7 and 
8 is neglected. 
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It is recognized that in the medical and health services 
of this country there are four accepted participants — vol- 
untary agencies, among which physicians and other in- 
dividuals are included, local government, state government 
and federal government — and that no one of these should 
be or is likely to be completely excluded from participa- 
tion in the provision of medical care. The “Principles 
and Proposals” do not attempt to allocate the share of 
health services between these partners, but ask that the 
most intense care and the greatest intelligence be devoted 
to the proper division of this mutual burden with no end 
in view other than the improvement of medical care. 
They particularly plead that existing services be retained 
where they are found effective, and that means be sought 
to strengthen them if they need support, with considera- 
tion not to their origin or to their present source of support 
but only to their value as means of providing the highest 
quality of medical care. 

It is unequivocally stated that the improvement of 
medical care can be best advanced only if some method is 
found to procure and to utilize experts. The word was 
chosen because it had an explicit meaning; this meaning 
is the more unmistakable in the light of the introduction. 
So important did this one point appear at this juncture, 
that it is applied to the particular case of health insurance 
by indirection in Principle 3 and directly in the addendum 
to the proposals. 

Some urgent and obvious actions are suggested, along 
lines which have already been tested, in Proposals 2, 3, 4 
and 5, but there is in these proposals no peremptory man- 
date for immediate and unlimited expansion of effort and 
expenditure by any of the four bodies participating in the 
provision of medical care. The variability of conditions 
in this vast Nation, which is stressed in the introduction, 
is reflected in an equal variability of need, and demands 
similar variety of treatment. 

It is objected by some that the “Principles and Propo- 
sals” are too vague. It is in the nature of generalizations 
to seem vague in their application to any particular situa- 
tion or group of facts; but it is this apparent vagueness 
that gives them a wider validity and accuracy than any 
deductions that can be drawn from particulars. Already 
many different interpretations of the “Principles and Pro- 
posals” have been made by their advocates. The essential 
virtue of the original draft can be seen if these are com- 
pared. The unity of spirit which these interpretations 
manifest is far more apparent than the differences of 
coloring lent by the personal predilections or economic 
and social views of the various authors. 

There is no opposition to the constituted medical organ- 
ization among those who propose such a platform; there 
should be no opposition from the medical organization to 
such a platform if its meaning and purpose are appreciated. 
A certain body of physicians has signified its general 
agreement with the “Principles and Proposals” and _ its 
desire to have them given serious consideration by the 
profession. If .the body governing the policies of the 
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American Medical Association should refuse to accept 
them, which it has not yet done, it would still be the 
privilege, indeed the duty, of these physicians to try by 
every reasonable means within their power to influence 
not only this governing body but all the component so- 
cieties, and indeed the individual members, of the Ameri- 
can Medical Association to join them in a purpose they 
consider good and just. Responsible democratic government 
is lost when those who are not in entire agreement with 
the existing powers in the government may not freely 
and publicly express themselves for the purpose of gaining 
support tor their cause. 
Joun P. Perers, Secretary, 
Committee of Physicians. 


THE UNREGISTERED NURSE 


In a recent address to the Massachusetts State 
Nurses’ Association, appearing in this issue of the 
Journal, the need of the community for two grades 
of nursing service is discussed, but the importance 
of requiring registration of those who provide the 
lower level of nursing service is not properly em- 


phasized. At the present time Massachusetts: 


statutes do not call for registration of the so-called 
“practical nurse”; why this is so and the need for 
registration, deserve consideration. 

The purpose of registration is to protect the pub- 
lic against unqualified persons, and in the case of 
nurses in Massachusetts, registration implies a rela- 
tively high degree of skill and efficiency. The sup- 
position is that, if one seeks for this proficiency 14 
nursing, one may find it in every registered nur 
and a nurse is forbidden to claim registration if s 
does not have it. The prohibition of the stat 


merely concerns misrepresentation by the nurse 


to her status on the register of the Board. \ 
The reason why some unregistered nurses are 


permitted to render nursing service is because the 
public is not convinced that unqualified nurses are 
actually or potentially dangerous enough to make 
control by the State necessary. At present there is 
little control over the unregistered nurse except by 
criminal statutes. There is no control over her 
education, her qualifications or her work, except 
so far as the physician in charge of the case super- 
vises her work. This amounts to almost nothing 
at all. As soon as the public is convinced that some 
additional control is required for the best interests 
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of the sick, registration of all who nurse for hire 
will be required. There is an opportunity for edu- 
cation in this field and for the enlightenment of 
the public as to its need for protection. 

The problem of the unregistered nurse is not 
new. Perhaps its first formal recognition was in 
the registration of some members of the nursing 
profession, and this limited solution has been more 
and more widely employed, geographically, until 
now every state in the Union has a register of 
nurses who meet certain qualifications. The term 
“unregistered nurse” includes a number of groups 
of persons with varying degrees of qualification, 
who, working for hire, perform various nursing 
services. The “practical” nurse may spend most 
of her time in housekeeping. The number of the 
unregistered nurses in the United States was esti- 
mated by the 1930 census at about 153,000. 

It is not possible to go far into the history of at- 
tempts to solve the problem, but a few significant 
events should be noted. In 1923, the Committec 
for the Study of Nursing Education, which had 
as members some of the outstanding women in this 
field, recommended “that steps should be taken 
through state legislation for the definition and 
licensure of a subsidiary grade of nursing service.”" 
About ten years later the Committee on the Costs 
of Medical Care advocated the training of so-called 
“nursing attendants.”” In 1934, the Committee on 
Subsidiary Workers in Nursing Services, repre- 
senting the four great national nursing organiza- 
tions, recommended the preparation, use and con- 
trol of a lower level of nursing service in addition 
to that now given by the registered nurse.* 

The authorities to whom reference has been 
made, as well as the author of the address in this 
issue of the Journal, think that two levels of nurs: 
ing service are required to meet the needs of the 
community; that at present only two levels should 
be recognized; that all persons who render nurs- 
ing services at either level should be registered by 
the State; and that only persons registered by the 
State should be permitted to render nursing serv- 
ice for hire. 

The magnitude of the problem and the serious- 
ness of the danger from unqualified and uncon- 
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trolled nurses make timely a general discussion by 
all persons and agencies interested in the health 
of the community. It is to be hoped that the Com- 
munity Nursing Council recently organized in Bos- 
ton will soon recognize the need by noting it on its 
agenda, and that the medical and nursing profes- 
sions throughout the state will direct their atten- 
tion and effort to the solving of this difficult, com- 
plicated and urgent problem, which most persons 
in the past have been very glad to leave alone. 
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Case History No. 47. Separatrep PLacenta 
AT SEVEN MontTHs 


Mrs. L. C., an American housewife, aged twenty- 
eight, an essential primipara, when a little over 
seven months pregnant started to bleed and pro- 
ceeded to go into labor. 

Her father died of tuberculosis at the age of 
sixty-two. Her mother, two brothers and a sister 
were alive and well. There was no history of hem- 
orrhagic or malignant disease. 

The patient’s history was essentially negative, 
sore throats being the only complaint. Catamenia 
began at fourteen with a regular twenty-eight day 
cycle, lasting four days, with no pain. Her last 
period was July 9 which made the expected date of 
confinement April 16. She had had one previous 
pregnancy which was terminated by a complete 
miscarriage when she was four months pregnant. 

Mrs. C. was first seen during this pregnancy on 
September 24, 1935, when the uterus was found 
to be in anterior position and enlarged consistent 


with the period of amenorrhea. On physical ex-— 


amination she was a well-developed and nourished 
woman. Her heart and lungs were normal. Her 
breasts were enlarged showing changes compati- 
ble with pregnancy. Her blood pressure was 98 
systolic, 60 diastolic. She was seen on October 
15, November 5, November 25, December 16, Jan- 
uary 6, January 27 and February 17, on which lat- 
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ter date she weighed 123 lb., her blood pressure 
was 100 systolic, 60 diastolic, and the urine con- 
tained no sugar and the slightest possible trace of 
albumin. At this time the uterus was somewhat 
smaller than would be expected; the fetal heart 
was distinctly heard, and the breech was pre- 
senting. 

On February 20, Mrs. C. telephoned that she 
had been having cramps all evening and had just 
passed some bright blood. She was advised to go 
to bed and to telephone immediately if there was 
any more bleeding. She was not seen at home be- 
cause she had been seen three days previously at 
the office. An hour later she telephoned that she 
was still having cramps and an occasional spurt of 
blood, and she was advised to go into the hos- 
pital. Rectal examination on entrance showed the 
cervix dilated to the size of one finger; it was 
flat and thick. The breech was presenting, and 
no placenta previa was felt. There was a little 
more bleeding than usual but nothing serious. The 
fetal heart was heard distinctly. Her red blood- 
cell count was 3,700,000, and the hemoglobin was 
64 per cent. Half an hour later the cervix was 
definitely thinner and softer. When the patient 
was seen again an hour and a half later, the fetal 
heart could not be heard. The cervix was thin 
and dilated two or three fingers. Shortly after 
this examination she passed a considerable amount 
of bright blood —not a hemorrhage but a good 
deal of bleeding, enough so that it stained her legs 
and the bed. She was given 2 minims of pitui- 
trin, which resulted in frequent pains, and three 
quarters of an hour later the cervix was fully di- 
lated with unruptured membranes. The mem- 
branes were ruptured, and a very simple double- 
footling extraction was . The baby was not 
living; it weighed 3 lb., 1 oz. The placenta was 
entirely detached, coming away with the baby, 
and was sent to the pathological laboratory. 

The pathologist reported: “Premature placenta 
with multiple areas of recent infarction necrosis, 
spiral artery thrombosis, decidual necrosis and 
fairly recent hemorrhage on and in decidua.” The 
patient was not toxic. 

When the patient was seen, the amount of 
bleeding was not serious. As the fetus was only a 
little over seven months old and as no placenta 
could be felt by rectal examination, a diagnosis of 

ial separation was made. It was explained to 
the family that this partial separation would not 
cause sufficient bleeding to endanger the patient's 
life so long as labor was in progress and that, since 
prematurity of the baby allowed only a 50 per cent 
chance of survival, a cesarian section was not war- 
ranted. The baby died in labor due to separation 
of the placenta. If this case had not been in labor, 
or if the patient had been nearer term, the question 
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of the advisability of a cesarian section to ensure a 
live child and to obviate further hemorrhage might 
well have been entertained. 

The patient since then has had a normal deliv- 
ery of a living child. This pregnancy was com- 
plicated by bleeding off and on for about a month 
after the tenth week. The bleeding was so great 
at times that it was felt that it was quite unlikely 
that the pregnancy could go on, but in view of 
one miscarriage and one dead baby, conservatism 
was carried out to the limit. The patient was not 
allowed up and about until she was well beyond 
the fourth month and did not go downstairs until 
after the eighth month. 
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THE STORY OF THE PRINCIPLES 
AND PROPOSALS FOR THE IMPROVEMENT 
OF MEDICAL CARE 


To clarify the discussion of issues raised by the presen- 
tation of certain principles and proposals for the provision 
of medical care by a committee of physicians, a statement 
of the origin of that committee and the purpose of the 
draft is desirable. 

No investigation of the question under discussion can 
logically omit consideration of the American Foundation, 
and its publication, American Medicine: Expert Testimony 
Out of Court, from which the idea of the principles and 
proposals arose. The list of members of the American 
Foundation is, in itself, of some interest: the chairman 
is Curtis Bok; other members are the late Hugh L. Coop- 
er, consulting engineer, Thomas W. Lamont, of J. P. Mor- 
gan and Company, Robert A. Millikan, director of the 
Norman Bridge Laboratory of Physics in the California 
Institute of Technology, James D. Mooney, president of 
the General Motors Export Company, Roscoe Pound, for- 
mer dean of the Harvard Law School, Mrs. Reid, 
vice-president of the New York Herald Tribune, the ‘ate 
Elihu Root, former secretary of state, William Scarlett, 
Protestant Episcopal Bishop of Missouri, Mrs. F. A. Van- 
derlip, president of the Board of Trustees of the New York 
Infirmary for Women and Children, John G. Winant, 
former governor of New Hampshire, Truman G. Schnabel, 
associate professor of medicine in the University of Penn- 
sylvania, Esther Everett Lape, member-in-charge, and 
Elizabeth P. Read, director of research. . 

The purpose of the American Foundation is the collec- 
tion and compilation of opinion and fact that may have 
a bearing on problems of government and the dissemina- 
tion ot these opinions and facts for the information of 
those whom they may concern. It does not draw concilu- 
sions nor engage in propaganda. Its reasons for collecting 
opinion concerning the state of medicine and medical 
services in America are admirably set forth in Curtis 
Bok’s foreword, from which three sentences are quoted: 

a, - procedure is to Lan problems to competent groups and then 
shana ively by assembling all the factors 

sponte forward in he ‘on discussion that follows. We do evaluate 
the ideas, but under stern challenge from our collaborators. The effect 
of this technique is to broaden the base of discussion, remove it from 
sonal conclusioa and emotional preference, take it 

out of the circumscribed field of superficial controversy, of argument 
by slogans and catch words, and make it possible to arrive at that 
should certainly 


comprehensive definition of any given situation that 
precede attempts to revise it, if any. 


The method of inquiry is adequately described in Dr. 
Schnabel’s statement “Why This Inquiry Was Begun and 
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How It Has Been Conducted.” Letters were first sent 
to a large and representative group of physicians who had 
received the degree of M.D. twenty or more years ago, 
asking the following very general questions: 
Has your experience led you to believe that a radical reorganization 
of medical care in this country is indicated’? If so, in what direction? 
If you do not believe that radical reorganization is indicated, what, 
if any, changes or revisions in the present system would you like to see 
made? What evolutionary possibilitics would you stress? 
Later a group of men of outstanding record or personality 
who had graduated within five years was approached in 
the same manner; and finally a smaller number in the 
intermediate group that had been out of medical school 
more than five and less than twenty years. 


another until finally 5000 letters were received. 
herent that this mode of inquiry cannot establish any con- 
sensus. It is not like a questionnaire that begins with cer- 
tain assumptions. However, it is a far superior way to 
sample opinion and to discover faults and virtues of the 
system under consideration because it is free from precon- 
ceptions and formulas. It samples rather than assesses 
opinion... It has been claimed that such men as educators, 
specialists, administrators, and so forth, were more heavily 
sampled than those who devote their major efforts to pri- 
vate practice. In a sense this was inevitable because such 
men were more ible and answered more frequently. 
Moreover, if the aim was to sample opinion of every class 
in medicine, including specialists in all lines, educators, 
those associated with hospitals, representatives of organized 
medicine, public health workers, investigators, and _practi- 
tioners of medicine and surgery in communities of all kinds 
and in populations of varying density, to any man in one 
class the opinion of every other class might seem over- 
weighted. Analysis of the section entitled “The Contribu- 
tors to the Inquiry” indicates that the sampling was well 
contrived to discover all varieties of opinion. 

The material thus collected was then sorted into cate- 
gories, again by an objective method free from prejudice. 
No skeleton outline was made. Instead pigeonholes were 
made as new subjects or opinions were brought out by the 
writers themselves. Later these were classified under sev- 
eral main headings into which they seemed naturally to 
fall. The work of editing was then begun. This consisted 
merely of connecting by the smallest possible amount of 
text samples of opinion of every kind on every subject 
touched upon by the contributors. No moral or ethical 
criteria were employed; there was no —- at censorship; 
the length of a section was not ned by any artificial 
standards, but only by the variety of opinion expressed 
on a given subject. 

The end result is a book written by the members of the 
medical profession themselves — a clearing house of their 

opinions. Some will object that it was edited by laymen 
on therefore cannot be what it professes. So long as the 
material was provided by medical men this objection is 
invalid. No physician or body of physicians could have 
approached this subject with such open minds and as- 
sembled the material in such an unprejudiced spirit. Let 
any one read it and somewhere an expression of his point 
of view on one subject or another almost certainly will be 
found. The objectivity of the report is extraordinarily 
impressive. 

Shortly after the inception of the project certain individ- 
uals who evinced particular interest were asked to serve 
on an advisory committee. The number of these was 
gradually increased as the compilation progressed. The 
use of the term “advisory” as applied to this group is some- 
what inaccurate. It did not advise. In reality it was ed- 
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ucated. A few of its members were asked to meet from 
time to time. Sometimes the group was large, sometimes 
it was small; never was the membership identical at two 
meetings. To illustrate the nature of the advisory func- 
tion of the group, some members wondered whether prob- 
lems of education and investigation were not irrelevant to 
the subject under consideration. The answer appeared in 
the correspondence and the volumes. So germane did the 
physicians themselves consider this particular aspect of the 
improvement of medical care that the section on educa- 
tion became one of the largest in the volumes — not be- 
cause anyone had expected or wanted it so large, but be- 
cause the contributors stressed it so heavily in their opin- 
ions. The real function of the advisory committee, if it 
had any, was to help the Foundation to assure itself that 
opinion had been adequately sampled. It was at the sug- 
gestion of the advisory committee that the men of inter- 
mediate age, from five to twenty years out of medical 
school, were approached. The skill and integrity with 
which the committee felt the report was compiled is found 


om pages vit af the introductory setion 


The Medical Advisory Committee endorses this report as a fair sum- 
mary of the views of their calleagues on "relied. wo to the inquiry; 
the committee endorses the integrity of the work, agrees with the 
American Foundation in t Iness of making it available and 
commends it to the study and consideration of medical men 
public. 

This committee was composed, finally, of one hundred 
and thirty-four men. 


Some of the questions argued by the committee and 
smaller groups that assembled from time to time to dis- 
cuss the work may be worth mentioning, because they 
have been raised by others subsequently. The volumes 
are terrifying in size. From the standpoint of expense 
the Foundation would have preferred them shorter. The 
members, from time to time, tried to curtail them further; 
but so skilful had been the compilation that every attempt 
met with insuperable objections because it either forced 
the omission of some important section or of some particu- 
lar shade of opinion. This point rose on two other occa- 
sions. The expense of publication and distribution being 
proportional to the size and weight of the volumes, it 
seemed possible that without abridgment, the circulation 
might have to be more restricted than was deemed desir- 
able. On the other hand it was essential that the Founda- 
tion maintain the integrity of the work and not curtail 
its circulation. Later it was suggested that an abstract be 
prepared for editors and reviewers. The only abstract 
conceivable was the “Table of Contents.” No other could 
be devised which would not give particular coloring to 
the work. 

At one meeting at least, a small minority frankly fa- 
vored expurgation of certain opinions with which — 
disagreed, protesting that they could not be sponsors for 
such opinions. If such advice had been taken the report 
would never have been the physician’s own book, as it 
now is. If the medical profession has the dignity and the 
wisdom that it professes, it must have discrimination. As 
one contributor wrote: 

If it is possible to get an unprejudiced report on the whole subject, 

which may involve exposing the family wash to the public gaze, 
1 think it is highly desirable to do so even though it involves some 
loss of prestige on the part of the medical profession. 

The editor’s comment is most appropriate: 

Whatever part of the family wash is exposed to the public gaze 
through the medium of this report will, we think, not involve any 
“loss of prestige’’ on the part of the medical profession. 

In the course of the conversations of the smaller groups 
that discussed the work there proved to be unanimous 
opinion on certain points. All agreed that the report should 
have the widest possible circuiation among physicians and 


In all, 2200 men from every walk of medicine responded 
to the appeal. Those who expressed some point of view 
were asked to enlarge on their remarks for one reason or 
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interested laymen in order that they might learn from it, 
as the members had, certain basic facts. The first of these 
was the extent to which the medical profession was im- 
bued with the need for change in the organization of medi- 
cal services. The second was the extreme diversity and 
complexity of the problems presented and the need for 
the most careful study of proper means for their solution. 
The third was the real absurdity of stating that any par- 
ticular attitude toward the improvement of medical care 
could be called an expression of general medical opinion. 

There seemed to be certain corollaries to these elemen- 
tary reactions. The most important at the moment seemed 
to be the need for caution and a certain amount of reserve 
in the preparation of plans for the reorganization of medi- 
cine and the advisability of informing the medical and lay 
public that the medical profession was interested in any 
movement to improve medical service provided it was 
planned with intelligence and under the direction of men 
of proved competence. Attempts were repeatedly made to 
draw up a concise declaration along these lines for our own 
guidance. Just as frequently the declaration was changed. 
Finally a group of physicians met with the determination 
to complete a statement on which all could agree. At the 
end of the meeting the “Principles and Proposals” had 
been drafted. Those who attended this meeting were 
acting as individuals. One of the chief reasons for draft- 
ing this at the moment was the wish that those mem- 
bers of the government interested in the problem of medi- 
cal care and possibly contemplating action toward its 
reorganization might be persuaded to peruse American 
Medicine first and thereby to pause for thought. The 
group believed that the volumes would convince them that 
the medical profession was not entirely unsympathetic to 
change, that it was thoughtfully interested, and that sat- 
isfactory solutions to the social problems of medicine 
could not be found without the sympathetic co-operation 
of the profession. It was in this spirit that a small group 
visited the President. In the short interview the “Princi- 
ples and Proposals” were presented for his consideration. 
He listened graciously and sympathetically and asked for 
a few explanations, but made no commitments of any 
kind. 

Shortly after this meeting the “Principles and Pro- 
posals” were presented to the New York State Medical 
Society without any authorization from the group that 
compiled them. This society presented them with certain 
alterations and limiting clauses to the American Medical 
Association at Atlantic City in June, 1937. In this form 
they were brought before the House of Delegates and were 
not accepted. Those who drafted the “Principles and Pro- 
posals” did not approve of this modified measure. It has 
since been implied (J. A. M. A. 109:1280, 1937) that the 
principles and proposals under discussion have been re- 
jected by the American Medical Association and therefore 
should not be furthered and supported by the medical pro- 
fession. Passing over this and other misleading implica- 
tions of this editorial, the conclusion appears unjustified as 
it would seem to be axiomatic that it is proper for individ- 
uals or groups to attempt to influence or alter policies. 

Those who were present at the meeting at which the 
“Principles and Proposals” were prepared decided that it 
would be well to secure other signators. They felt that, 
if a large body of medical men were found to sympathize 
with the statements in the draft, it should be presented to 
medical organizations in the country, and especially the 
American Medical Association, and brought to the atten- 
tion of the public and the government. It was their hope 
that it might lead to a serious attempt to advance by co- 
operative action the improvement of medical care. 

To this end signatures were solicited personally by mem- 
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bers of the group, either by means of letters or by verbal 
discussions which described the origin and purpose of the 
draft. Each of these signatures was affixed to a sheet 
which contained the “Principles and Proposals” and a state- 
ment of the purpose for which the signatures were in- 
tended. 

A small number of signatures were secured by inter- 
ested volunteers who had themselves signed. These were 
affixed to the forms described above, which were sent to 
these volunteer solicitors by members of the group. 

Small meetings were held in the summer. The “Prin- 
ciples and Proposals” had been so well received that it 
seemed desirable to have some informal organization of 
the group. To this end the authors and a few others who 
had shown particular interest formed the following com- 
mittee: Russell L. Cecil, New York, chairman; Milton C. 
Winternitz, New Haven, vice-chairman; Hugh Cabot, 

» Minnesota, vice-chairman; John P. Peters, New 

Haven, secretary; George Blumer, New Haven; Allan M. 
tler, Boston; J. Rosslyn Earp, Albany; Channing 
Frothingham, Boston; William S$. McCann, Rochester, 


. New York; George R. Minot, Boston; Robert B. 


Boston; Richard M. Smith, Boston; John H. Stokes, Phila- 
delphia; Soma Weiss, Boston. 

After the formation of this committee the secretary was 
empowered to extend the list of endorsers by sending let- 
ters and copies of the statement to physicians whom he 
thought might be favorably disposed or whose names were 
suggested to him by other members of the committee or 
signators. By the end of the summer, when it became ap- 
parent that the “Principles and Proposals” were receiving 
a sympathetic reception and when the list of signators 
exceeded three hundred, it was decided to present them 
with an introduction explaining their origin and purpose 
to the medical organizations of this country for discussion. 
It was intended that after this had been done a simple 
statement of the committee's action be given to the medi- 
cal and lay press and to certain other organizations to 
which the movement might be of interest. Before this ac- 
tion was taken, however, the secretary was empowered 
to write a form letter, soliciting signatures, to a large and 
varied list of medical men throughout the country. 

On October 12, while these letters and the notices to 
organizations were being prepared, Drs. Hugh Cabot and 
Robert B. Osgood received a telegraphic notice from the 
press that the Journal of the American Medical Association 
had released an editorial to appear in the issue of Octo- 
ber 16, in which the “Principles and Proposals” appeared, 
together with a statement that these principles and pro- 
posals had been condemned by the American Medical 
Association. The introductory statement of the origin 
and purpose of the proposals was not presented. The 
editorial further insinuated that signatures had been se- 
cured by somewhat devious methods by Drs. Cabot and 
Osgood. In reply Dr. Cabot wrote a brief and dignified 
letter to Science News (Science Supplement 86:8 [Oct. 22] 
1937). 


It had not been the desire of the committee to appear 
at variance with the American Medical Association. In 
fact, as has been stated above, it had intended to bring 
the “Principles and Proposals” before state and county 
medical societies and the central organization this fall 
in order that they might receive adequate consideration 
and discussion throughout the country before the next 
meeting of the American Medical Association. The actions 
of the committee and its members had been quite open. 
Its membership and purposes could have been learned 
by anyone who wished to inquire, and were, indeed, 
known to certain members of the governing boards of the 


American Medical Association, and to officers of county 
and state medical societies. The “Principles and Proposals” 
had been read to at least one society and discussed before it 
by members of the committee. Plans had been made for 
a similar presentation before another medical society and 
were carried out. 

It has been suggested that the committee should have 
brought its statement to the attention of the American 
Medical Association before soliciting support from mem- 
bers of the association. committee, however, was 
too modest to believe that the unsupported opinion of its its 
members was of sufficient importance to command the 
attention of such a large organization in such a weighty 
manner. They followed a precedent well established un- 
der democratic forms of government when they tried 
by personal efforts to align with them a certain body 
of public opinion within the association which they hoped 
to influence. 

The editorial of October 16 in the Journal of the Ameri- 
can Medical Association, however, forced a certain change 
of plans. After a few days of deliberation it was decided 
that the best course was to follow the ined 
order of procedure but to increase the tempo. The list 
of signators was to be closed October 30, while the requests 
for further signatures were still in preparation. Notices 
to organizations with these lists were prepared to be mailed 
so that they might reach their destination by November 7. 
This plan was followed exactly. 

The committee has been criticized because it released 
the matter to the press before the societies had time to act 
and because the press took the attitude that its action 
marked a revolt in the ranks of the American Medical As- 
sociation. Both these errors can be traced directly to the 
editorial of October 16. This editorial stated that the ac- 
tion of the committee was in opposition to the American 
Medical Association. The committee had no such feeling 
and made no such statement. It presented to the press 
merely a copy of the sheets which went to the medical or- 
ganizations and to each of the signators, together with a 
brief note naming the positions of certain prominent sig- 
nators. To the Associated Press one of the members 
(Dr. Winternitz) gave a statement particularly disclaiming 
opposition to the American Medical Association and ex- 
pressing the sincere hope of the committee that its draft 
might receive the consideration and support of this or- 
ganization. It was inevitable that the press, awakened by 
the editorial of October 16, would have the material just as 
soon as it was dispatched over the country. Under these 
circumstances to present it to the newspapers in a meas- 
ured, sympathetic manner seemed better than to permit 
them to acquire it independently and to treat it without 
consideration. Emphasis on the controversy, we believe, 
was diminished, not enhanced, by the procedure that was 
followed. 


From the beginning of its investigation the American 
Foundation has indicated clearly and emphatically that 
it was acting merely as a fact-finding organization. The 
Committee of Physicians, which had its initiation among a 
group of doctors, requested and received secretarial and 
publicity aid from the American Foundation amounting 
to approximately $700. It would have been possible to 
solicit financial support from some other philanthropic or- 
ganization or persons and to have hired some publicity 
agency or a secretarial staff to assist it. No such agency 
or secretarial staff could have offered the particular know!- 
edge acquired in the preparation of American Medicine. 
No philanthropic organization could have been further 
above the reproach of self-interest than this Foundation, 
which has always stood and still stands aloof from special 
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pleading and propaganda. For this aid which was great- 
er than its money value the committee is indebted to the 
Foundation, 


Joun P. Perers, Secretary, 
Committee of Physicians. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR SEPTEMBER, 1937 


September September Five-Year 
19 Average* 


1937 36 

Anterior Poliomyelitis .......... 141 6 129 
67 75 87 
7 28 42 
923 862 698 
German Measles ............... 22 32 28 

510 571 583 
Lobar Pneumonia ............. 107 151 99 
eee 45 105 74 
Meningococcus Meningitis ...... 2 4 5 
! 100 180 136 
Paratyphoid A ................ ! 
Paratyphoid B ................ 24 1 1 
169 183 267 
427 463 388 
Tuberculosis, Pulmonary. ....... 289 192 254 
Tuberculosis, Other Forms...... 23 2 33 
Typhoid Fever ................. 18 18 19 
Undulant Fever ................ 3 5 2 
Whooping Cough............... 569 426 


*Based on figures for preceding five years. 


RARE DISEASES 


Anterior poliomyelitis was reported from Abington, 1;. 
Agawam, 1; Arlington, 1; Attleboro, 1; Auburn, 1; Bel- 
chertown, 1; Beverly, 4; Boston, 20; Braintree, 4; Bridge- 
water, 1; Brockton, 1; ’Brookline, 1; Buckland, 1; Cam- 
bridge, 1; Danvers, 2; Deerfield, 1; Eastham, 2; Fitch- 
burg, 3; Foxboro, 1; Gloucester, 1; Hamilton, 2; Haver- 
hill, 4; Hingham, 1; Hinsdale, 1; Holden, 1; Leominster, 
1; Lenox, 1; Lowell, 2; Lunenburg, 1; Lynn, 3; Malden, 
4; Manchester, 1; Marblehead, 2; Medford, 2; Melrose, 2; 
Mendon, 1; Millbury, 1; New Bedford, 2; Newburyport, 
2; New Marlboro, 1; Newton, 3; North Adams, 1; ‘North 
Andover, 1; Norton, 1; Oxford, 1; Peabody, 3; Pittsfield, 
5; Quincy, 3; Reading, 2; Revere, 2; Rockport, 2; Rowley, 
1; Salem, 2; Somerville, 6; Springfield, 5; Sterling, 1; Stur- 
bridge, 1; Swampscott, 3; Templeton, 1; Townsend, 1; 
Watertown, 2; Wenham, 1; Westport, 1; Weymouth, 2; 
Williamstown, 1; Worcester, 5; Total, 141. 

Diphtkeria was reported from Acushnet, 1; Cambridge, 
1; Fall River, 1; New Bedford, 1; Somerville, 1; South- 
bridge, 1; Worcester, 1; Total, 7. 

Dysentery, bacillary, was reported from Belchertown, 5; 
Cambridge, 1; Waltham, 3; Total, 9. 

Encephalitis lethargica was reported from Fairhaven, 
1; Total, 1. 

Meningococcus meningitis was reported from Chelsea, 1; 
Lowell, 1; Total, 2. 

Paratyphoid A was reported from Brockton 1; Total, 1. 

Paratyphoid B was from Amherst, 5; Boston, 
2; Conway, 2; Greenfield, 8; Holbrook, 1; —. 1; Mel- 

A 


o, 1; ‘South Amherst, 1; 
1; Westfield, 1; Total, 34, 
Pellagra was reported from Boston, 2; Salem, 2; Total 
4. 


Septic sore throat was reported from Beverly, 1; Everett, 
1; Medford, 1; Needham, 1; Somerville, 1; Springfield, 1; 
Total, 6. 

Tetanus was reported from Cambridge, 1; Dedham, 1; 
Medford, 1; New Bedford, 1; Somerville, 1; Total, 5. 

Trichinosis was reported from Fitchburg, 1; Total, 1. 

Typhoid fever was reported from Boston, 3; Danvers, 1; 

2; Ipswich, 1; Needham, 1; New Bedford, 1; 
Northampton, 1; Randolph, 1; Somerville, 1; 
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Southbridge, 1; South Hadley, 1; Springfield, 1; Water- 
town, I; Worcester, 1: Total, 18. 

Undulant fever was reported from Gardner, 1; Hing- 
ham, 1; Peabody, 1; Total, 3. 


Diphtheria showed a record low both for this and any 
other month ever reported, 

The incidences of meningococcus meningitis and tuber- 
culosis (other forms) were below the five-year average. 

The reported incidences of German measles, chickenpox, 
mumps and measles were below the five-year stow og 

Scarlet fever was seported at a record low figure for the 
second consecutive month. 

Lobar pneumonia, whooping cough, and pulmonary 
tuberculosis were reported above the five-year average. 

The incidence of typhoid fever showed a slight increase 
as compared with that of August. 

Paratyphoid fever for the sixth consecutive month 
showed the highest reported incidence both for September 
and any year to date. 

The reported incidence of anterior poliomyelitis was 
just above the five-year average. 

The incidence of undulant fever was not remarkable. 

The incidence of animal rabies showed a slight increase 
as compared with that of July. Previously reported foci 
on the North Shore and in —s Methuen, Waltham 
and Andover were active. New foci were reported in 
Uxbridge and Princeton. 


NOTES 


Dr. Elliott P. Joslin, clinical professor of, medicine, Har- 
vard Medical School, and medical director of the George 
F. Baker Clinic, New England Deaconess Hospital, was 
elected president of the International Postgraduate Medical 
Association at its recent St. Louis meeting. 


Dr. David B. Dill, associate - professor of industrial 
physiology, Harvard University, delivered a Lowell In- 
stitute series of eight lectures during October. The gen- 
Siighan’ was “Life in High Temperatures and in Great 

ts.” 


Representatives of Instituto Oswaldo Cruz and _ Insti- 
tuto Ezequiel Dias have recently visited this country, un- 
der the auspices of the Brazilian government, in order to 
learn the methods of Rocky Mountain spotted fever pro- 
phylaxis. Their visit included a stop in Boston, where 

they consulted with Dr. Hans Zinsser and Dr. S. Burt Wol- 
beck. Harvard Medical School. The Instituto Ezequiel 
Dias plans to erect a laboratory for producing vaccines 
with the local tick, Amblyomma cajennense, which is the 
carrier of the disease. 


Harvard University has recently announced the receipt 
of over $28,000 as the nucleus of a fund to be known as 
the Louis E. Kirstein Fellowship. The income is to be 
used to establish a fellowship for scientific medical educa- 
tion at the Harvard Medical School. The initial sum was 
raised by a group of Dr. Kirstein’s friends in honor of his 
seventieth birthday and in recognition “of their affection 
for him as a man and their admiration of him as a hu- 
manitarian.” 


CORRESPONDENCE 


“PRINCIPLES AND PROPOSALS” 


To the Editor: 1 have Lefore me a copy of the New 
York Times of November 7, 1937, and note the state- 


ment of “Principles and Proposals” signed by four hun- 
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dred and thirty doctors. Although the dogmatic asser- 
tion, that these principles and lr “should govern 
needed efforts to improve medical care,” suggests that 
discussion may not be in order, at least comments are in- 
vited, and I ask for the opportunity to accept the invita- 
tion to comment, through your columns, on this remark- 
able pronunciamento, What does this statement mean? 
It is difficult to criticize, if we do not know what the 
words mean. 

Recently Stuart Chase, in a magazine article, began a 
discussion, which he proposes to continue through two 
more articles, of the difficulty in determining the meaning, 
if any, of what we say. It is not a new problem and the 
medieval scholastic philosophers deserve great credit for 
their determined and persistent efforts in seeking precision 
in language and thought. In this respect at least their 
example is one we should follow. 

The first principle in the statement is “that the health 
of the people is a direct concern of the government.” 
Since there is no qualification attached to this proposition, 
an entirely logical restatement is “that all the health of 
all the people is a direct concern of all the governments.” 
What principle it was attempted to state first I do not 
know, but the actual result is absurd. 

The second principle is “that a national public health 
policy directed toward all groups of the population should 
be formulated.” Again no qualification appears. Why 
should there be a national public health policy directed 
toward hospital administrators or bank presidents or news- 
paper editors? Yet they are groups of the population. 

The third principle is “that the problem of economic 
need and the problem of providing adequate medical care 
are not identical and may require different approaches for 
their solution.” A Daniel is come to judgment! Under 
what meaning of these words and particularly of the word 
“identical,” might anyone think that these problems are 
identical? 

The fourth principle is “that in the provision of ade- 
quate medical care for the population, four agencies are 
concerned: voluntary agencies, local, state, and federal 
governments.” The antithesis here is between voluntary 
and nonvoluntary or compulsory. If so, the five pro- 
posals concerning the use of public funds are to be viewed 
as having to do with agencies of which the essence is 
their compulsory character. Also the omission of specific 
mention of physicians suggests that they are mere pawns 
under the control of the various agencies. 

These criticisms are not mere logic chopping. The 
lack of clarity and precision of statement of the “princi- 
ples” is a serious defect. It suggests but does not imply 
lack of clarity and precision of thought, and the “pro- 
posals” have the same qualities as the principles. What 
is the meaning of the proposal that public health services, 
federal, state and local, should be extended by evolution- 
ary process? 

At least one general statement can be made: there is 
urgent need for improvement in medical care. Sufferers 
from cancer, syphilis, tuberculosis, rheumatism, call urgent- 
ly for attention and so do those from many other dis- 
eases. This means that the physician should mount his 
horse and “ride rapidly in all directions.” But no guiding 
principle is thereby enunciated, in spite of much emotional 
disturbance. 


It will be helpful to have a clear statement of principles, 
if it can be made. In fact, practice is likely, almost cer- 
tain, to be unwise unless it is guided by correct principles. 
When the principles are clearly stated, it will be possible 
(not compulsory) to discuss them intelligently, and to 
choose those principles in accordance with which we are 
to formulate our 
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The hitherto unsolved problems by which lsory 
health insurance seems to be inevitably accompanied and 
the very narrow limits of the field within which compul- 
sory health insurance solves any problem justify the emo- 
tional drive behind this protest. Much discussion of im- 
provement of medical care is likely to ensue. Let us prepare 
for the discussion by clear, precise, thorough thinking, 
restraining emotional ardor within its appropriate sphere. 


StepHen Rusumore, M.D. 


To the Journal of the American Medical Association. 
Dear Mr. Editor: After reading the editorial entitled 
‘The 


I believe in preventive medicine (Ist proposal); be- 
cause I witness the benefit of medical care for the 
indigent in our city hospitals and other public institu- 
tions supported by public funds (2nd proposal); be- 
cause I know of the value of public funds in support 
of medical education, investigation, and so forth, as 
demonstrated in the medical departments of such 
state universities as Michigan, lowa, California, and 
so forth (3rd proposal); because of the value of medi- 
cal research already published from the laboratories 
of the state universities, of the United States Public 
Health Service, of city and state hospitals and the 
many city and state departments of health (4th pro- 
posal); because public funds are now being used very 
advantageously for service to the medically indigent 
and for laboratory and diagnostic and consultative 
service in cities, states and federal institutions of many 
sorts (5th proposal); because it seems to me but in- 
telligent to improve existing institutions for these sev- 
eral purposes rather than to allow them to retro- 
grade (6th proposal); because I believe in evolutionary 

processes of progress in all things including all types 
of bE public health service (7th proposal); because I 
believe all measures undertaken should be under the 
direction of experts (8th proposal); and because I be- 
lieve that consolidation of the health functions of va- 
rious federal departments and bureaus would increase 
efficiency and lessen costs as recommended by a resolu- 
tion of the Board of Trustees of the American Medical 
Association (see J. A. M. A. 108:208, 1937) (9th pro- 
posal). For these and numerous other reasons, had 
I not already done so, I should today sign these pro- 
posals. I am amazed that whoever wrote the Journal 
editorial of October 16 had so little realization of the 
existing wide use of “local, state and federal public 
funds” (2nd proposal) for care of the medically in- 
digent, for medical education and for medical in- 
vestigation. Let each doctor stop and think what 
would happen in his city and state were such use of 
public funds suddenly to cease. 


(Signed) Henry A. Curistian, M.D. 
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Dear Dr. Christian: 1 have your letter of October 19 
enclosing one addressed to the Editor in which you dis- 
cuss the reasons for signing the petitions circulated by Dr. 
Osgood. We have received a number of letters from 
those who signed telling why and from those who did not 
sign telling why not. , is simply not avail- 
able for these items in the Journal. They are being col- 
lected and will no doubt* be sent with the editorial to the 
Board of Trustees for its consideration and perhaps* also 
to the House of Delegates. 


(Signed) Morais 


*Italics are mine (H. A. C.). 


This last leter is an indication of the unwillingness of 


Peter Bent Brigham Hospital, 
721 Huntington Avenue, 
Boston. 


INFORMATION REGARDING 
THF NURSING PROFESSION 


To the Editor: Physicians more frequently, probably, 
than any other group of individuals, are consulted by 
young people who want to be nurses. Parents, too, who 
are concerned for their children’s welfare, turn to 
doctors for answers to such important questions as, 
there a future in nursing for my child; Will she make 
a good nurse; What is the best nursing school for her 

to attend?” 

The Nursing Information Bureau of the 
Nurses’ Association now has available two 


copies of them are enclosed. They i for hi 
school and college students interested in nursing, and dis- 
cuss the opportunities within the profession, the 

of “training,” how to choose a nursing school, and the 
general admission requirements of nursing schools. 

We are sending these pamphlets to you, together with 
releases about them, in the hope that you will announce 
their availability in your magazine. Physicians may obtain 
copies from = address given below. 

Mary M. Rosearts, Director, 
Nursing Information Bureau. 


50 West 50th Street, 
New York, New York. 


RECENT DEATHS 


HUNTING — Natnaniet S. Huntine, M.D., of 1136 
Hancock Street, Quincy, died November 21 at his home. 
He was in his seventy-fifth year. 

A native of Detroit, Michigan, he attended Antioch 
College, Ohio, and graduated from Harvard University in 
1884. He received his degree from the Harvard Medical 
School in 1889. 

Immediately after graduation he began to practice in 
Quincy mr Dr. John Gordon, founder of the Quincy 
City Hospital. Dr. Hunting was formerly house officer at 


‘the Children’s Hospital in Boston and also served at the 


Boston City Hospital. For thirty-four years he was a 


= 
520 Commonwealth Avenue, 
Boston. 
To the Editor: The following letters may be of inter- Ce 
est to readers of the Journal in light of the editorial in the , 
issue of November 11 entitled “Principles and Proposals and It 
for Medical Care.” The first letter was sent from Boston yi} be interesting to see whether the member hin ) of > the 
by air mail on October 18, and the second was dated Chi- American Medical Association is going to poe aaemen 
cago October 21. such procedures. 
Henry A. Curistian. Vol. 
Care” in the Journal of October 16, 1937, 1 hasten to BP 
state that I signed the document referred to because 
pamphlets which should prove useful tools to physicians 
and others who are asked for this type of advice. ; 
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member of the Quincy School Committee, twenty years of 


and the Children’s Hospital alumni associations, the 
Sons of the Revolution, the University Club of Boston and 


of the Pentucket Association of Physicians. Among his 
fellowships were those in the Massachusetts Medical So- 
ciety and the American Medical Association. 

His widow and two sons survive him. 


WHITTIER — Francis F. Wuittier, M.D., of 1870 
Beacon Street, Brookline, died October 6. He was in his 
ty-sixth year. 
1884 from the Dartmouth 
Medical School. 
Dr. Whittier was a fellow of the Massachusetts Medi- 
cal Society and a member of the American Medical Asso- 
ciation. 


McCREERY — Ciarence C. McCreery, M.D., of 807 
High Street, Fall River, died April 23. He was in his 


forty-ei ighth year 

Born in Fall River, he was graduated from the local 
high school and in 1911 from the Long Island College of 
Medicine, Brooklyn. His postgraduate work was done 
at the Harvard Medical School and the Carney Hospital, 


ciety, the American Medical Association and the American 
College of Surgeons. He was also a member of the Fall 
River Medical Society and the American Orthopedic So- 


pedic Society. 
and a member of the Masonic 
His widow and two daughters survive him. 


GIGUERE — Atrrep J. Gicuere, M.D., of Lowell, died 
2. He was in his sixty-fourth year 

Born in St. Jean-Chrysostome, ody 
came to the United States at the age of two years. His 
early education was received in Holyoke, and he grad- 
uated from Child's College in 1897. For two years he at- 
tended Williston Seminary and then entered the Chicago 
College of Pharmacy. After his graduation he opened a 
drug store in Fall River which he sold after two years in 
order to study medicine. He graduated from the Univer- 
sity of Vermont College of Medicine in 1907 and interned 
at Bellevue Hospital. 

Among his fellowships were those in the Massachu- 
setts Medical Society and the American Medical Associa- 
tion. 
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His widow, three sons, a daughter, two sisters and one 
brother survive him. 


DORAN — Joun M. Doran, M.D., of Chelsea, died at 
the Chelsea Memorial Hospital November 13. He was in 
his fifty-third year. 

After attcnding both Chelsea and Charlestown schools, he 
received his degree from the Baltimore Medical a in 
1907. He interned at the Maryland 

Dr. Doran was a fellow of the 


of 
tion, At the time of his death he was president of the 
staff of the Chelsea Memorial ital. 

His twin sons, Carl and John, survive him. 


REPORTS OF MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL 
SOCIETY MEETING 


A stated meeting of the Essex South District Medical 
Society was held at the Beverly Hospital, November 3. 

A clinic, well attended, instructive and very interesting, 
was held from 5 to 7 p. m., during which time surgical 
and medical cases of very practical importance were pre- 


sented. 

Following a dinner at 7 p. m., the guest speaker, Dr. 
William C. Quinby, of Boston, professor of 
Harvard Medical School, spoke on the subjec 
ment of Urinary Infections.” He stressed the point of 
working with the chemists and bacteri when seek- 
ing a disinfectant, and sketched the history of = —_ 
of hexamethylenamine, f 
chrome, resorcinol, and pyridin and lately of 
acid. He mentioned the high-fat, low-sugar diet and spoke 
of the usual reaction of the patient in trying to follow it 
out. 

In speaking of prontylin, as a urinary antiseptic, his re- 
marks were su nted by those of Dr. Michael Pijoan, 
who was also present as a guest of the evening. In using 
this drug, it has been determined that it is excreted into 
all tissues of the human body, even through the choroid 
plexus. 

Dr. Quinby finished with the admonition to treat 
original infections of the genitourinary tract with absolute 
thoroughness, thus avoiding, when possible, chronic con- 
ditions of the kidneys, attended by contraction of the 
tissues, pus, p Barry and high blood pressure. His final 
appeal was for more frequent inspections of the female 
urethra for infected crypts, which if found and treated, 
would bring relief to a very distressing condition. 


HAMPDEN DISTRICT MEDICAL SOCIETY 


The regular fall meeting of the Hampden District Medi- 
cal Society was held on Tuesday, October 26, at 4:15 p. m. 
at the Springfield Academy of Medicine, 20 Maple Street, 
Springfield. Dr. Allen G. Rice, president, was in the 
chair. About 125 members and guests were present. 

The usual routine business was transacted, and the sec- 
retary, Dr. Hervey L. Smith, discussed the matter of im- 
proving the procedure of proposing and electing new can- 
didates for membership in the Society. The question of 
broadcasting matters of general public-health interest was 
brought up by Dr. Henderson, of Holyoke. Station WAAB, 
of Boston, which has been lending its facilities for these, 
has no local radio hook-up and the only local station at 
present available must close at 6 p. m., an hour before the 
schedu ts. 


he served a year in France as a major in the Harvard —- 
Medical School unit. 
Among his fellowships were those in the Massachusetts 
Medical Society and the American Medical Association. He 
was former president of the Norfolk South District Medi- 
cal Society, and also a member of the Boston City Hospi- 
the Quincy Harvard Club. 
His widow survives him. 
WHITNEY — G. B. Wurtney, M.D., of Haverhill, died 
recently at the New England Baptist Hospital, following 
an operation. He was in his fifty-seventh year. 
A native of Natick he settled in Haverhill twenty-eight a 
years ago, having received his education at Bowdoin 
Medical School. 
Dr. Whitney served as a member of the school commit- Bd 
‘ tee in Haverhill for two two-year terms. He was president 
Boston. 
For twenty years Dr. McCreery was head of the ortho- 
pedic department of the Truesdale Hospital and Clinic. 
His fellowships included the Massachusetts Medical So- 


The paper of the afternoon was read by Dr. Roger I. 
Lee, of Boston, on “Coronary Thrombosis: A Clinical En- 
tity that Differs in Practice from Textbook Description.” 
Dr. Lee compared the iner frequency of recognition 
of this condition with the position of duodenal ulcer a few 
decades ago. The common type of coronary thrombosis 
occurs in individuals who are slightly hypertensive and 
overweight. Pain is the commonest recognizable symp- 
tom, with later slight fever and prostration. The pain, 
however, may be desultory and very mild. Periods of de- 
pression, low blood pressure and irregular heart action 
are very suspicious. Later on, emboli to the brain, ex- 
tremities, and so forth, occur. Severe cases nearly always 
show puimonary infarction. Gall-bladder disease or other 
abdominal conditions may be wrongly diagnosed. Abnor- 
mal clectrocardiograms are not always conclusive, and 
coronary disease may exist in the presence of a 
electrocardiogram. Acutely toxic thyroid cases have been 
wrongly diagnosed on the basis of the electrocardiogram. 
The etiologic factors are uncertain and it is uncertain as 
to whether there is any correlation with nervous tension. 
The onset usually occurs at night and does not follow ex- 
ertion. Also, association with degenerative arterial changes 
is doubtful. The age incidence varies but is generally 
lower than that of p- ae hemorrhage. It is concluded 
that this localized visceral lesion differs from the lesions 
of generalized is. The early pathology and 
physiology are open to speculation. The difficulty of dis- 
tinction between true and false angina is great. The im- 
mediate prognosis is very difficult to estimate. Although 
some die during the first attack, less than 10 per cent die 
within one year. The intensity of the pain is no criterion. 
There is undoubtedly a collateral circulation which is es- 
tablished, and the idea of the coronary arteries as terminal 
vessels is no longer tenable. It is difficult to pick out the 
serious cases, and the prognosis should always be guarded. 
In some cases the lung picture predominates. As to treat- 
ment, rest and quiet are most important. The patient 
should be kept in bed for a month after an attack. The 
use of digitalis is questionable, and nitroglycerin is use- 
less. Oxygen administration may be of value in some 
cases. A low-calorie diet with little roughage is best. It 
should be recognized that all these patients are “damaged 
goods” and that their ultimate prognosis is poor; however, 
the immediate prognosis is better than previously thought. 

Dr. Lee’s paper was discussed by Dr. Laurence D. Cha- 
pin, of Springfield, Dr. Henderson, of Holyoke, Dr. George 
L. Stecle, of Springfield, Dr. Allen S. Johnson, of Spring- 
field, and others. A rising vote of thanks was given Dr. 
Lee prior to adjournment for a buffet supper. 


NOTICES 


REMOVAL 


Grorce H. MacDonavp, M.D., announces the removal 
of his ofice to 14 Hancock Street, Everett. 


GYNECOLOGIC AND OBSTETRIC CLINIC, 
BOSTON CITY HOSPITAL 

A meeting combining the regular Boston City Hospital 
Clinic with the meeting of the New England Gynecologi- 
cal and Obstetric Society will be held at the Thorndike 
Amphitheater, Boston City Hospital, on Wednesday, De- 
cember 1. The program, which will begin at 9:25 a. m., 
is as follows: 


1, Introductory Remarks. Dr. Robert M. Green. 
2. Clinical Aspects of Trichomonas Infection. Dr. Arthur 
J. Gorman. 
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3. Yom. Anomaly of Uterus and Adnexa. Dr. 
Joseph D. Ferrone. 

4. The Use a Paraldehyde in Obstetrics. Dr. Harold 
H. Rosenfield. 

5. Chorionepithelioma. Dr. Benjamin Tenney. 

6. X-Ray Pelvimetry. Dr. Daniel J. McSweeney. 

7. Sulphanilamide in the Treatment of Gonococcus In- 
fections. Dr. Burton C. Grodberg. 

8. Puerperal Acute Yellow Atrophy of the Liver with Re- 
covery. Dr. Emilio D’Errico. 

9. Ascent of Infection from the Uterine Cervix to the 
Urinary Tract. Separation of Symphysis Pubis with 
Demonstration of Treatment. Dr. Benedict F. Boland. 

10. A Case of Abdominal Pregnancy with Living Baby. 
Dr. Frederick J. Lynch. 

Il. The Incidence of Cesarean Section at the Boston City 
Hospital. Dr. Frederick L. Good. 

12. The Treatment of Miscarriage, Accidental and In- 
duced. Dr. John T. Williams. 


From 9:00 a. m., there will also be ward visits and op- 
erations by members of the staff. 


EXAMINATION FOR ENTRANCE 
INTO THE MEDICAL CORPS 
OF THE NAVY 


An examination of candidates for appointment as liceu- 
tenant (junior grade), in the Medical Corps of the Navy, 
will be held at all naval hospitals in the United States 
and at the Naval Medical School, Washington, D. C., be- 
ginning May 16, 1938. 

Candidates for admission must be between the ages of 
21 and 32 years at the time of appointment, graduates of 
Class A medical schools, and have completed an intern- 
ship of one year in a hospital accredited for interns by the 
American Medical Association and the American College 
of Surgeons. 

Those who are interested should write the Surgeon 
General, United States Navy, Bureau of Medicine and 
Surgery, Navy Department, Washington, D. C., for fur- 
ther information in regard to the examination and the 
procedure to follow for them to appear before one of the 
examining boards. 


CLINICS FOR CRIPPLED CHILDREN 
IN MASSACHUSETTS, UNDER THE PROVISIONS 
OF THE SOCIAL SECURITY ACT 


CLINIC DATE ORTHOPEDIC CONSULTANT 
Haverhill December 1 Arthur T. Legg 
Lowell December 3 Albert H. Brewster 
Salem December 6 Harold C. Bean 
Brockton December 9 George W. Van Gorder 
Gardner December 14 Mark H. Rogers 
Springfield December 15 Garry deN. Hough, Jr. 
Worcester December John W. O'Meara 
Pittsfield December 20 Francis A. Slowick 
Fall River December 27 Eugene A. McCarthy 
Hyannis December 28 Paul L. Norton 

FAULKNER HOSPITAL 


CLINICOPATHOLOGICAL CONFERENCE 


The usual clinicopathological conference will be held 
at the Faulkner Hospital for its staff and any other inter- 
ested members of the medical profession on Thursday, 
December 2, at 5:00 p. m. 
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There will be a discussion of cases by Dr. Channing 
Frothingham and Dr. Walter E. Garrey. 


BOSTON DISPENSARY 


25 Bennet Street, Boston 
Lecture Hail, Second Floor, 9-10 a. m. 


MepicaL ConrereNce ProcramM, Decemser, 1937 


Wednesday, December 1 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 
2— Diabetic Clinic. Dr. Joseph 


Friday, December 3— — Atypical Features of Hyperthy- 
roidism. Dr. Marshall Fulton. 
December 4— Hospital Case Presentation. 


Tuesday, December 7 — Diseases and Injuries to the Knee 
Joint. Dr. John D. Adams, 

Wednesday, December 8 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, December 9— Allergy Clinic; Presentation of 


Dr. 
Friday, December 10—L ; A_ Clinical 
Pathological Survey. Dr. Edward A. Gall. 
Saturday, December 11 — Hospital Presentation. 
S. J. Thannhauser. 
Tuesday, December 14— Chemotherapy. Dr. Kenneth 
DeHart. 
Wednesday, December 15— Hospital Case Presentation. 
. S. J. Thannhauser 


Friday, December 17— Recent Research Problems in the 
Thyroid Clinic at the Massachusetts General Hospital. 
Dr. Saul Hertz. 

Saturday, December 18 — Hospital Case Presentation. 
Dr. S. J. Thannhauser. 


Conferences will be suspended during the Christmas 
vacation period but will resume on Tuesday morning, 
January 4, 1938. 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society will 
be held in the Peter Bent Brigham Hospital amphitheater 
(Shattuck Street entrance), Tuesday, 7, at 
8:15 p. m. 

PROGRAM 
Presentation of cases. 
tiem | and the Use of Heparin. Dr. C. H. Best, pro- 
fessor of physiology, University of Toronto. 

Dr. John Homans will preside. Medical students and 

physicians are cordially invited to attend. 
N. Futton, M.D., Secretary. 


BOSTON UNIVERSITY MEDICAL SOCIETY 


The next meeting of the Boston University Medical 
Society will be held in the Evans Memorial Auditorium, 
78 East Concord Street, Boston, on Monday evening, No- 
vember 29, at 8:00. 

PROGRAM 
Presentation of case. 
Cardiac Pain. Dr. Herrman L. Blu associate pro- 
fessor of medicine, Harvard Medical School, and di- 
rector of medical research, Beth Israel Hospital. 
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Medical students, nurses and physicians are cordially 
invited to attend. 


THE NORFOLK DISTRICT 
MEDICAL SOCIETY 

The regular meeting of the Norfolk District Medical 
Society will be held in the Hotel Kenmore, Boston, on 


Tuesday evening, November 30, at 8:15. Tel. Ken. 2770. 
Business. 


PROGRAM 
Diagnosis of Lesions of the Hand with Demonstration 
of Patients. Dr. William E. Browne. 
Discussion. 
Collation. 
Frank S. CrvuicxsHank, M.D., Secretary. 


TRUDEAU SOCIETY 


A meeting of the Trudeau Society will be held at the 
Massachusetts General Hospital on Thursday, December 


2, at 4:00 p. m. 
PROGRAM 
Clinic on Surgical Diseases of the Lung. Dr. Edward D. 
Churchill. 


Standpoint of the Roentgenologist. Dr. Aubrey O. 
Hampton. 

Bronchoscopic Examination of Patients After Thoraco- 
plasty. Dr. Edward B. Benedict. 

Nontuberculous Miliary Lesions of the Lung. Dr. Don- 


ald S. King. 
Mosts J. Stone, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CaLeNnpaAR oF Boston District ror tHE Week BEGINNING 
Monpay, Novemser 29 


Monpay, Novemser 29 


p. m. Boston University Medical a Evans Memorial @ 
torium, 78 Fast Concord Street, Boston 


Tvespay, Novemser 30 
*9 a. m.- 10 a. m. Boston Dispensary. Treatment of 
nary Infections with Lipiodol. Dr. Robert P. McCombs. 
Weonespiy, December | 


10 a. m. Hospital Case 
S. J. Thannhauser 


Pn m. Gynecologic and Obstetric Clinic, Boston City! 
Thorodike Amphitheater. 


*12 2 Clinicopathological conference. Children's Hospi 
thea’er. 


Tuurspay, Decemeer 2 


8:30 a. m. - 9:30 a. m. Exchange surgical and orthopedic 
of the Peter Bent Brigham and os eee held this 
at the Peter Bent Brigham Hospital. Dr. Elliott C. Cutler 
associates. 


*9 a. m.- 10 a. m. Boston Dispensary. 
Rosenthal. 


4 p.m. Trudeau Society. Massachusetts General Hospital. 
5 p. m. Faulkner Hospital Clinicopathological Conference. 
Fray, Decemerr 3 


*9 a. m.- 10 a. m. Boston Dispensary. 
thyroidism. Dr. Marshall N. Fulton 
12 m. Clinical meeting of the Chikdren’s Medical Service, Massachu- 
setts Gereral Hospital, Ether De 
SATURDAY, rae 4 
*9 m. m. 
*10 a. m.-12 m. Staff ments at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian, 
Sunpay, December 5 
Free public lecture, Beth Israel ~—_ Boston, in conjunction with 


the Women's Auxiliary, 4 p.m. You and Your Doctor. Dr. Harry 
Linenthal. 


pen to the medical profession. 


Diabetic clinic. Dr. Joseph 


Atypical Features of Hyper- 


Boston Dispensary. Hospital Case Presentation. 


|| 
Dr. S. J. Thannhauser. Po 
tion. Mrs. H. B. Hooker. Miss E. Grundy. 
*8 A 
LY 
= 
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Novemerr 29 —- Boston University Medical Society. Page 895. 

Decemern 1 —~ Gynecologic and Obstetric Clinic, Boston City Hospital. 
Page 894. 
F ee 1-18 —- Boston Dispensary, Medical Conference Program. Page 


Ys 2 — Faulkner Hospital. Clinicopathological Conference. Page 


Decemern 2— Trudeau Society. Page 895. 

Decemerr 7 ~~ Harvard Medical Society. Page 895. 

Decemern 7 — Lawrence Cancer Clinic. Page 849, issue of November 18. 

Decemare 7 - May 3— Greater Boston Medical Society. Page 752, issue 
of November 4. 


9 Pentucket Association of Physicians. Hotel Bartlett, 
95 Main Street, Haverhill, 8:30 p. m. 


— Gloucester . Clinic at S$ p. m. Dinner 
at 7 p.m. Speaker and to be announced. 
Mar 5 — Censors meet at Salem Hospital, 3:30 p. m. 
May 11—Anrual meeting, Salem Country Club, Peabody. Dinner at 
7 p. m. subject to be announced. 
FRANKLIN 
Meetings be held at the Franklin County Greenfield, at 
1] a. m. the second January, March and 
HAMPDEN 


MIDDLESEX EAST 
Meetings will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on January 12, March 16, and May 11. 
MIDDLESEX NORTH 
NORFOLK DISTRICT 
Novemser 30 — Page 9895. 


January 25-—— Hotel Kenmore. 8:15 p. m. The Management of Uterine 
Prolapse. Dr. Louis E. Phaneuf. 


Feervary 23 —~ Hotel Kenmore. 8:15 p. m. Dermatitis Venenata Due 
to Cosmetics and Industrial Irritants. Dr. John G. Downing. Discussion 
by Dr. Francis P. McCarthy. 


29—Hotel Kenmore. 8:15 p. m. 
but to be related to diseases of the kidney 


May, 1938 — Annual meeting. 

The censors meet on the first Thursdays of May and November in each 
year. 
PLYMOUTH 

Meetings will be held at 11 a. m. on January 20, March 17, April 21, 
May 19 and July 21, 


Subject to be announced 
. Dr. Albert A. Hornor. 


SUFFOLK 
Janvany 19 — Joint meeting with Boston Medical Library. 
Maacn 15 — Joint meeting with Boston Obstetrical Society. 


WORCESTER 

At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 

Decemser 8 — St. Vincent Hospital, Worcester. 

January 12 — Worcester City Hospital, Worcester. 

Fesruany 9 — Worcester State Hospital, Worcester. 

Marcu 9 — Memorial Hospital, Worcester. 

Aran 13 — Hahnemann Hospital, Worcester. 

May 11 — Afternoon and evening, annual meeting. Place and schedule 
of program to be announced. 
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Operative Obstetrics: A guide to the difficulties and com- 
plications of obstetric practice. J. M. Munro Kerr, with 
the assistance of Donald McIntyre and D. Fyfe Ander- 
son. Fourth edition. 847 pp. Baltimore: William Wood 
& Company, 1937. $12.00. 

The Diagnosis and Treatment of Sexual Disorders in 
the Male and Female Including Sterility and Impotence. 
Max Huhner. 490 pp. Philadelphia: F. A. Davis Com- 
pany, 1937. $5.00. 

The Diagnosis of Nervous ‘Diseases. Sir roma Purves- 


Twenty-Five Years of Health Progress: A study of the 
mortality experience among the industrial holders 
of the Metropolitan Life Insurance Company 1911 to 1935. 
Louis I. Dublin and Alfred J. Lotka. Company, 180. New 
York: Metropolitan Life Insurance 

The Collapse Therapy of Pdnouste Tae Tuberculosis. John 
Alexander. 705 pp. and Baltimore: Charles 
C Thomas, 1937. 

A Pediatrician in Search of Mental Hygiene. Bronson 
Crothers. 271 pp. New York: The Commonwealth Fund, 
1937. $2.00. 

Appendicitis: A clinical study. W. 
Cambridge: At the a Press; 

Macmillan Company, 1! $2.50. 

Practical textbook and guide for the 
study of the form and structure of the nervous system. 
J. H. Globus. 387 pp. Baltimore: Williarn Wood & Com- 
pany, 1937. $6.00. 

of the Bile. Warry Sobotka. 
202 pp. Baltimore: The Williams & Wilkins Company, 
1937. $3.00. 

The Baby's First Two Years. Richard M. Smith. New 
and revised edition. 121 pp. Boston: Houghton Mifflin 
Company, 1937. $1.75. 

Studien tiber Hereditare, Muluple 
Seved Ribbing. 107 pp. Stockholm: 

1937. Swed. cr. 8. 


BOOK REVIEWS 


The Business Side of Medical Practice. Theodore Wiprud. 
177 pp. Philadelphia and London: W. B. Saunders 
Company, 1937. $2.50. 


This book meets a real need of the physician. The open- 
ing statements are: “The doctor has become accustomed to 
hearing himself described as gullible in financial transac- 
tions and a prospect for every glib promoter. He is not 
averse to admitting that much of what has been said 
about him is true, for he is only too keenly aware of his 
shortcomings. 

It is the reviewer's conviction that not only is the above 
statement true but that physicians in some measure have 
taken a certain amount of pride in this attitude. They 
have more or less assumed that if their practice were run 
upon an efficient basis from a business point of view, it 
might well be suspected of being commercial in character. 

Much of this attitude has now changed and is changing 
rapidly from day to day without any loss in the physician's 
ethical attitude toward the public or any loss in prestige 
in the public’s attitude toward the physician. In fact, it 
is the reviewer's opinion that a better business manage- 
ment of one’s practice and particularly of accounts, rather 
than resulting in criticism on the part of the patients, 
a approval and satisfaction. 

“Office Management,” “Office Efficiency” and 


Decemser 0) —- Boston Medical History Club. 8:15 p. m. Boston 
Medical Library. 
eta .~ 1938 — The American College of Physicians. Page 41, issue Wood & Company, 1937. $10.00. 
Ocrosen 17-21, 1938 — Clinical Congress of the American College of 
Surgeons, New York City. 
District Mepicat Societies 
BRISTOL SOUTH 
Mar 5, 1938 —5 p. m., New Bedford. Vol. 
ESSEX SOUTH 
Decemsen 1 — Salem Hospital. Clinic at 5S p. m. Dinner at 7 p. m. 
Speaker: Dr. Leland S. McKittrick. Subject: Carcinoma of Colon. Discus- 
sion of Diagnosis. 
Jawuany 5 — Danvers State Hospital. Clinic at 5 p.m. Dinner at 7 p. m. 
Speaker and subject to be announced. 
Fesauany 2 — Council Meeting, Boston. 
Pesavany 9 — Essex Sanatorium, Middleton. Clinic at $ p. m. Dinner 
at 7 p.m. Speaker: Dr. John B. Hawes, 2nd. Subject: Dust and Disease. 
Maacn 2 Lynn Hospital. Clinic at 5 p.m. Dinner at 7 p.m. Speaker 
and subject to be announced. 
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“Financial Records” are valuable suggestions which every 
physician could read with profit. The handling of pa- 
tients’ accounts is degcribed with no leaning toward com- 
mercialism and a chapter relating to doctors’ bills and 
th law may be read with profit by all practicing physi- 


“Under “The Charity Patient” is a section, “The need 
for adequate social service investigation,” in which all 
doctors should be interested. It has definitely been the 
belief of the reviewer that whenever patients resent inves- 
tigation of the justice of their demand for charity, in many 
cases it will be proved that the charity really is not de- 
served. On the other hand, it is true that there tends to 
be, as is described under this section, some hostility be- 
tween social welfare workers and the agencies that they 
represent and the doctors. As suggested in this chapter, 
when a pleasant relation between these two groups can 
be established, it will work out to the mutual advantage 
of both parties. 

Obviously, no book can adequately inform a physician 
as to his investments, but a reading of the chapter on “In- 
vestments” certainly will be well worth while for any 
physician and perhaps will aid him in raising himself out 
of the group now considered so gullible by the average 
stock salesman. 

A chapter deals also with the subject of wills, expert 
testimony and hypothetical questions. Another chapter 
which is of real value is that on the preparation of manu- 


scripts. 

Under the chapter, “Public Speaking,” appears the 
statement that the art of public speaking is one in which 
few become 


inability to adequately express themselves, extremely ca- 
pable physicians not cre ay mange fail utterly to dissem- 
inate the knowledge which have. 

This book is written by the executive secretary of the 
Medical Society of Milwaukee County. The author has 
had personal experience in managing the business side 
of medical practice for a group of physicians, and there- 
fore the material in this book is not theoretical in char- 
acter but is based upon actual, practical experience. It is 
recommended highly for all physicians, not only because 
it is well written and interesting but because it contains 
so much that is yooh and valuable to physicians in their 
daily professional li 


Aids to Physiology. Henry Dryerre. 295 pp. Second edi- 
tion. Baltimore: William Wood & may 1937. 
$1.25. 


This concise presentation of a large subject offers to stu- 
dents of medicine an admirable manual, convenient in 
size yet adequate in its treatment of the subject. 

In dealing with each system of organs a knowledge of 
elementary anatomy is assumed, but enough gross anatomy 
and histology is presented to afford a basis for understand- 
ing what follows. Thus structure and function are cor- 
related in a clear and helpful manner. 

The author has studied his sources of information care- 
fully and made his survey of the subject remarkably 
up-to-date. He has boiled down a vast amount of material 
into a small compass and has given such clear and effec- 
tive expression to the principles of physiology that it is 
not only easy to understand but makes interesting reading 
as it reveals the wonders of the living mechanism. 

The faults which the reviewer found are too insignificant 
to be emphasized. They should, however, be briefly men- 
tioned. In three instances the nomenclature might puzzle 
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the reader. “Non-striated muscle” is given as a major head- 
ing, and the synonyms “plain” and “visceral” are added. 
The familiar synonym “smooth muscle” is not given in this 
section, but is used without explanation fifty pages later. 
The chambers of the heart familiarly known as auricles are 
designated “atria,” without mention of the commoner des- 
ignation; the reader might be puzzled over the significance 
of the designation “sino-auricular node,” which appears a 
few pages later. Again, the blood corpuscles are classified 

“colored” and “colorless,” and no mention is made of the 
terms “red” and “white” so commonly used. 

On page 217, nerves are said to act as “purely passive 
conductors.” The next sentence explains the meaning of 
this statement, but as it stands it might mislead the stu- 
dent into supposing that nerve conducts passively, as a 
wire conducts an electric current, whereas a most impor- 
tant feature of nerve function is that the tissue provides 
the energy whereby conduction is effected. 

On page 253, the theory of Edridge-Green on color vision 
is given. It might be well to note that this theory, demand- 
ing qualitatively different impulses in the same nerve fiber, 
is contrary to all that is known concerning the nerve 
impulse. 

The electric response (action current) is mentioned as a 
feature of the nerve impulse. The clectrocardiogram i is la- 
ter mentioned as of diagnostic value in heart block. It 
would be clarifying if the electric response were men- 
tioned as a property common to nerve, skeletal muscle and 
cardiac muscle — indeed, as evidence of the fundamental 
identity of the conduction process in these diverse tissues. 

The excellence and utility of the book are such as to 
render these minor faults unimportant. 


Cancer and Diet: With facts and observations on related 
subjects. Frederick L. Hoffman. 767 pp. Baltimore: 
The Williams & Wilkins Company, 1937. $5.00. 


The writer of this book is well known for his many 
statistical publications on cancer in many countries. He 
has been studying the relation of diet to cancer for many 
years. The volume is published from the Biochemical Re- 
search Foundation of the Franklin Institute of Phila- 
delphia. 

This study of cancer and diet is divided into four parts. 
The first part gives a review of the historical development 
of dietary conceptions as a therapeutic factor in cancer, 
with a review of the literature from 1777 to 1935. This 
material is arranged in periods. It is of interest to see 
the trend of thought during these decades — from the use 
of many drugs believed to be specific against cancer to 
avoidance of certain foods believed to be causative agents. 
Later the foods formerly condemned were thought to be 
specific in the avoidance and cure of cancer. During the 
last decade the literature has been full of articles on diet. 
The new subject of vitamins has offered an opportunity 
for a group to believe that cancer is due to lack of vita- 
mins and others who hint that too many vitamins may be 
responsible. Much of the previous work has been based 
on careless or omer study or on too few cases to warrant 
even passing noti 

The second saline of the book deals with the modern 
diet. He quotes from Hindhebe that Denmark has the 
highest national cancer death rate, that the daily fare is 
richer there than elsewhere, that there are many fat people 
in Denmark and that fat people are known to have an 
excessively high death rate. He considers “Food and 
Health,” “Food Values and Body Needs,” “Per Capita 
Food Consumption” in various countries, and “Dietary 
Factors.” 
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plished speakers stand out conspicuously from their less 
articulate colleagues. How true this is! Because of this — 
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The writer points out that there has been a constantly 
rising death rate from cancer all over the world, an in- 
crease that cannot be explained by better diagnosis or the 
increasing age of the population. He finds wide variation 
in the death rate for different types of cancer in different 
countries and goes at some length into the variety of 
foods taken in excess in those countries. He states that 
during these years of increasing death rate the changes 
in dietary habits and the nutritional condition of the 
people have been great. This he lays to the “introduc- 
tion of modified food products, conserved or preserved, 
refrigerated or sterilized, colored or modified.” 

In the third part on “Cancer Metabolism,” Hoffman 
states his theory of cancer causation. He believes the 
chief cause of cancer is the increasing urbanization of the 
people and the use of modified foods taken in excessive 
quantities under unnatural conditions of existence. Cell 
growth is affected by the nature and extent of the 
nourishment supplying the cell, and when conditions are 
unnatural, the cell revolts and proliferates by obscure 
processes of cell division. He believes that tumor origin 
depends on nutrition, both qualitative and quantitative and 
that excess of rich food, possibly with an excess of vita- 
mins, is a contributing cause to cancer. 

The remainder of the book is taken up with an assem- 
bly of facts, and tables on diet. Finally there is a tabular 
summary of a study made on 2,234 cancer cases and 1,149 
normals, dealing with race, religion, stature, food and 
drinking habits, and a specific study of articles of food 
habitually consumed. This table seems to point to the 
excessive use of certain foods by cancerous males, such as 
fruits, dairy products, meats and fish, legumes, fats and 
oils. The cancerous females use excessive amounts of the 
same in even larger quantities. 

Hoffman has done the medical profession a real service 
in collecting this huge mass of data on diet in cancerous 
patients. While he feels that a definite relation exists 
between cancer and diet, he does not claim to have found 
the exact answer. Much of the evidence is contradictory, 
as for instance, the fact that reliable workers have taken 
the stand both for and against certain factors in the diet. 
After careful study of the book the reviewer feels that 
the answer is not yet proved. 


L'Anaphylaxie. Expérimentale et humaine. Pasteur 
Vallery-Radot, G. Mauric et Mme. Holtzer (ex Hugo). 
129 pp. Paris: Masson et Cie, 1937. 36 Fr. fr. 


This book does not pretend to be a thorough dissertation 
on anaphylaxis. There is no attempt to review literature 
or to present critical considerations of theories or of other 
work. The text, which consists of one section devoted to 
animal experiments and another on human anaphylaxis, 
is a detailed account of studies made by the authors on 
anaphylaxis in rabbits, guinea pigs and man, which were 
the natural outcome of clinical interest in the phenomena 
as encountered in the hospital service of Dr. Vallery-Radot. 
The senior writer has long been a distinguished student 
of clinical allergies, has published numerous experimental 
and clinical observations, and has made particularly im- 
portant contributions to case-studies of drug allergy. 

Many of the observations in the book are merely ac- 
curate confirmatory records of well-known principles. In 
addition to this, however, there is in the first part an ex- 
tremely interesting study of the vasomotor changes which 
take place in the arteries generally at the time when the 
fall of blood pressure, characteristic of anaphylactic shock, 
is most noticeable. This method should lend itself to 
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anaphylactic studies in other connections. As described, 
the procedure was as follows: 
A cannula is placed in the carotid artery and connected with 
a kymograph in the usual manner. A solution of thorium dioxide 
is then injected into one temenal artery in such a way that it may 
penetrate into the opposite femoral and into the lower aorta. 
A picture is taken immediately. Then a shock dose of the antigen 
(horse serum) is injected into the merginal ear vein. 
the blood pressu $ reac 
kymograph, a second dose 
injected through the femoral cannula, which has been left in place, 
and a second picture is taken 


By such radiographs it was — to observe the chang- 
ing caliber of the arteries and arterioles of the lower ab- 
domen and of the hind leg opposite to the one of injection. 
The photographs accompanying the description of this ex- 
periment show quite sharply that, at the same time that 
the drop in blood pressure takes place, there is an intense 
arterial constriction of the mesenteric arteries and those of 
the extremities. These observations are important and in- 
troduce a method which is ingenious as well as apparent- 
ly precise. 

The second part of the pamphlet, which deals with hu- 
man anaphylaxis, is sensibly and conservatively written. It 
is quite correctly the opinion of the authors that anaphy- 
laxis has been held responsible for many human symptom 
complexes without sufficient proof and without experi- 
mental demonstration that anaphylactic mechanisms are 
involved. An attempt is here made to define the criteria 
by which human disease can be incorporated in the gen- 
eral category of the allergic syndrome. This part of the 
book is incomplete, since by the study of compound an- 
tigens and by the experimental investigation of drug al- 
lergies in animals, the subject has been considerably ex- 
tended in the last few years. This can hardly be made a 
reproach to the authors, however, since they obviously had 
no intention of writing a complete treatise. 

The little book will be of considerable interest to medical 
students and practitioners interested in these conditions. 


As soon as 


~- Therapy in Arthritis. Frank H. Krusen. 180 pp. 
New York: Paul B. Hoeber, Inc., 1937. $2.25. 


This small book by a recognized expert in the field of 
physical therapy has been written for the purpose of clari- 
fying the confsion apparently existing in the minds of 
many practitioners respecting the nature of the diseased 
processes included in the comprehensive term “arthritis” 
and the relative importance of the agents recommended 
for the treatment of different forms of the disease. With 
this object in view the author has made plain the under- 
lying principles relating to the approved method of phys- 
ical therapy which may be applied by the painstaking and 
intelligent doctor who may be inclined to treat these cases. 

The information contained in this treatise will enable 
the family adviser to decide whether to refer his patient to 
a specialist or a hospital or to treat him himself. If he 
decides to treat the case in the home he will find Dr. 
Krusen’s explanations ample for this responsibility. 

The text of this book is concise, well expressed and il- 
lustrated. Physicians who are interested in the subject 
will find the time devoted to reading this book well spent. 


L’Année Thérapeutique. Médications et Procédés Nou- 
veaux. A. Ravina. 175 pp. Paris: Masson et Cie, 
1937. 20 Fr. fr. 


. This small book is simply a review of some of the newer 
therapeutic measures in certain diseases that have been 
put to test during 1936, It is not intended as a text and 
is of little value to the student or practitioner. 
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